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FOREWORD 


Resource conservation and wise utilization of resources are widely 
acclaimed and accepted as constituting an essential policy which should 
be followed on the local, state, regional, and national levels. Much 
public and private money is spent, and properly so, in an effort to halt 
the inroads of soil erosion, and after halting this insidious force, to 
gain ground in this fight. Where there is soil erosion, human erosion 
is also to be found. 


People, the people of Alabama, are our most fundamental and 
precious resource. No man can reach or enjoy a high level of economic 
or cultural attainment without a healthy mind in a healthy body. 


In this report the staff of the Alabama State Planning Board, in 
cooperation with the State Department of Health, has attempted to 
present pertinent facts dealing with the health conditions, the medical 
care received, the deficiencies and the needs of the people of Alabama. 
The report recommends a master hospital plan, and we believe that | 
steps taken to achieve this plan will be effective in helping to break ~ 
the vicious circle of poor health contributing to low income and low 
income contributing to poor health. This circle must be assaulted, not 
from one direction but from many directions, and each force directed 
against the enemy strong point will be reinforced by every other as- 
saulting force. A start needs to bt made now. In the master hospital 
plan one proposed part of an overall strategy may be examined and, 
if found good, then the action called for by this part of the strategy to 
stop human erosion and to raise the productive level of the people of 
Alabama may be directed against the barriers. 


W. O. DOBBINS, Jr., Director 
Alabama State Planning Board 


May 15, 1945 


B. F. AUSTIN, M.D., Health Officer 
Alabama Department of Health 
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Chapter I 


ALABAMA’S HEALTH 


Health is a basic necessity for the well-being of auy people. With- 
out health the people fail to achieve the goals to which they aspire and 
which they are potentially capable of achieving. Without health, edu- 
cation and wealth are difficult to achieve and possibly meaningless. 


The health of our people can be improved; it is iargeiy a purchas- 
able commodity. But the problem must not be over-simplified; it is a 
complex one consisting of lack of proper hospital facilities; lack of suf- 
ficient professional persons such as doctors, dentists, and nurses; lack 
of sufficient income to permit many people to purchase adequate med- 
ical attention; and, to a considerable degree, the ignorance of many 
persons. The conditions can be corrected, but every interest and every 
source of money must be tapped. In the long run it may be cheaper to 
have good health by improving health facilities than to have poor health 
and spend money on other things. 


The health of a community can be measured to a considerable de- 
gree by various mortality rates. No one rate will tell the whole story, 
but a study of vital statistics in Alabama will provide a partial picture 
of the health situation as it now exists and the probable trend in the 
near future. 


Mortality. Alabama’s crude death rate compares favorably with 
that of the United States. In 1925, the first year in which Alabama was 
included in the death-registration area, this state had a death rate of 
11.5 per thousand, as compared with 11.7 in the United States. In all 
but three years since that time Alabama’s rate has been lower than that 
of the United States, and in 1940 it was 10.4 as compared to the na- 
tional rate of 10.8. Throughout this period there has been a gradual 
downward trend although in some years the rate has increased. 


The fact that Alabama has a lower death rate than the United 


States should be interpreted against a background of the age distribu- 
tion. Alabama has a younger average age (23.8 years), or more young 


people than does the United States (29.0 years), and hence a lower 
death rate is to be expected. Vermont had the highest death rate in 
1940 with 12.8 deaths per thousand, but its average age was 29.9 years. 
However, the lowest death rate in the nation was 8.2 in North Dakota, 
although its average age was 25.6 years which was higher than Ala- 
bama’s. 


Figure 1 presents the death rates, by race, for Alabama and the 
United States in 1940, and also presents age-adjusted rates. These lat- 
ter rates have been computed on the basis of a standard age-distribu- 
tion, and mean that if the age-distributions in Alabama and the United 
States were the same the death rates would be as indicated. Thus, Ala- 
bama’s favorable death rate is a result of lower ages, and if the state 
contained an older population its death rate would be higher than that 
of the United States. 


Appendix 1 presents the death rates of Alabama counties in 1932 
and 1941 in order to permit comparison of counties and to give an in- 
dication of the trend within the counties. It should be noted that these 
death rates are crude rates and are subject to several limitations in that 
they take no account of differences in age distribution, or of sex or ra- 
cial distribution. Probably the best index of the general health level 
and the quality of health services is the rate of infant mortality. Ap- 
pendix 1 also presents these data for the same years. Although Ala- 
bama’s rate has been declining and had reached the rate of 58.7 infant 
deaths per thousand live births in 1941, this rate is considerably above 
the national rate of 45.3. This high rate should not be explained by 
the large Negro population; the fact remains that in 1941 of every 
10,000 babies born, 587 of them died within a year. This is a serious 
loss to the state, and indicates that adequate medical services have not 
been available for some of Alabama’s population. 


Causes of Death. Since Alabama’s death rate is slightly lower 
than that of the United States, it is apparent that the rates for certain 
specific diseases will be lower. Heart disease kills 180.2 persons in 
every 100,000 in Alabama, but in the United States it kills annually 
292.5 persons per 100,000. In Alabama cancer kills 65.3 persons as 
compared with 120.3 nationally. On the other hand, in Alabama the 
rates for nephritis, pneumonia, congenital malformation and infants’ 
diseases, tuberculosis, syphilis, diarrhea, senility, puerperal causes, pel- 
lagra, and malaria are somewhat higher than in the nation as a whole. 
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Figures 2, 3, and 4 present these comparisons for the most significant 
causes of death. These figures are based upon the data in Appendix 2 
which shows the selected causes of death in the United States and Ala- 
bama, by race. It will be noted that the over-all death rate of Negroes 
is considerably higher than that of whites, and obviously the Negro 
rate for most of the specific causes is higher. In many of these causes 
it is apparent that the higher rate of Negro deaths is a result of poorer 
economic conditions and poorer medical care rather than any innate 
racial condition. 


In most cases the trend of the rates for specific causes has been 
downward in the past decade. Table 1 presents the rates for 1930 and 
1940 for selected causes of death. Syphilis showed a slight increase, 
as did intracranial lesions of vascular origin, stomach ulcer, diabetes. 
A large increase occurred in cancer and heart disease. Al! other causes 
declined, and in some there were sharp decreases in the toll taken each 
year. 


Large geographic differentials occur in the causes of death: some 
of these differentials are the result of the urban-rural distribution of 
population, others result from the racial distribution, stil! others may 
bear a direct relationship to geographic factors. Appendix 3, showing 
selected rates by counties for 1932 and 1941, permits geographic com- 
parison and also indicates the trends within the counties. 


Births and Medical Attention. Alabama’s birth rate is high (22.2 
per thousand population in 1940) as compared with the United States 
rate of 17.9. Its maternal mortality rate is also more than double that 
of the nation, and it has already been indicated that infant mortality 
is higher in Alabama. One reason for these higher mortality rates is 
the fact that the majority of babies in Alabama is not born in hos- 
pitals, and many of them are without the care of a physician at birth. 
(See Table 2.) The situation is even more serious when the rural-urban 
distribution of births is considered (see Table 3). These data under- 
line the need for a better distribution of hospital facilities in rural areas 
and for better provisions for medical care for all persons regardless of 
income. 


When all babies are delivered by physicians, preferably in hos: 


pitals, then Alabama may expect a great decrease in both infant and 
maternal mortality. 
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Table 1. Death Rates in Alabama by Selected Causes, 1930 and 1940.* 
(Exclusive of stillbirths; by place of occurrence.) 
(Rates per 100,000 population.) 
International 


List Number 


. 45-55 


119-120 
121 
122 
124 
126 
130- 32 
137 
140-150 
157-161 


162 
170 
169, 171-195 


Cause of Death 
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Typhoid ii Parabypnoid Hever <= ee 
Cerebrospinal; Meningitis oo rl 
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WV TL OOP IAS yO OU: a aa on 


Diphtheria Bon. ee ee 
Tuberculosis — All ‘Forms | soe erent rate ai Daciket 
PD V.SOUVCOTY sg a ie OF ne ees 
VTA Ta a oss aie ite sacl ee a ee 


Sypnilis;=—— “All -Porms, 2 =e 
Measles 


Cancer & Other } Malignant Tumors—All Sites 


Diabetes Mellitus 


Exophthalmie Goiter 


Pellagra (Except Alcoholic) —... pebere 
Alcoholism (Ethylism) 


Intracranial Lesions of Vascular Origin pestis ge 
TISOASES TONS ted COT Gee eee eee Se eae 
LENG OY AT CH CIMT Leo Secale Luma i co OF EN Eells NURAIGTS RS NE OE aia ASN ie Ns 
Pneumonia (All Forms) & Influenza 
RL GST Oh, SBOE Ta cis ee So a eee eee 
Diarrhea, Enteritis, Ulceration of Intestines. 
ADDON GICIUIS) ~25, Fee Bl ee etc See ee Bs ee 
Hernia & Intestinal Obstruction — Ae eae song 
ROP PNOSISHOL. Mul Vie Tse ge ee ee 
Bilary Cate Ul Se oe eee be ee eee 
Nephritis: = All “Forms see ee ee 
DISEASES OL Prostate =e ean oe ee 
IPUETO EVA AC BAR CS 1 sce a eS a ee aa 


Congenital Malformations & Diseases Peculiar 


SOLE ITStEVCAar Ol: Wult@ wie ae 
SS Sa ease a eee ee a EL 
Motor-vehicle Accidents __. (Ld ed NG ra 8 os OR 
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1930 1940 
1147.5 1042.4 
8.0 1.5 
2.0 0.8 
1.4 0.5 
9.5 4.2 
7.5 2.2 
85.7 52.9 
3.6 3.0 
12.3 7.3 
20.2 20.7 
3.2 1.2 
53.7 65.3 
SB 12.2 
1.4 1.4 
24.0 8.6 
1.9 1.2 
76.2 84.4 
139.9 180.2 
2.4 1.9 
121.0 93.2 
4.5 5.4 
39.6 18.2 
11.8 7.8 
9.0 7.2 
4.3 4.1 
1.6 dt 
96.9 95.7 
5.1 4.1 
21.8 13.6 
75.7 62.1 
19.6 16.9 
18.6 21.3 
50.9 45.4 


*U. S. Bureau of the Census, Vital Statistics Rates in the United States 1900-1940, 


Table 20. 
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Conclusion. Alabama’s health is not an alarming problem, but it 
is far from ideal. Many diseases take a greater annus! toll in Alabama 
than nationally and far more than in many other states. No disease is 
inherent in our people; the death rates often can be lowered, as proved 
by the trends of many diseases. 


The mortality statistics presented above fail to reveal the enor- 
mous toll in money, human suffering, and lowered efficiency exacted 
by those various diseases which often do not kill. Malaria is common 
in the South, and every year levies its tax on the energy and well-being 
of the population. Fortunately, it is a disease which can be controlled, 
and which is gradually being decreased. Hookworm is another disease 
which debilitates but rarely kills, and is one which needs further study 
and attention aimed at greater control. Pellagra, prevalent in the 
South, is a dietary deficiency disease, and is therefore one which could 
be eradicated. It is intimately related to both income and education, 
and only through improving income and through provision of dietary 
information can this disease be wiped out. Venereal disease is being 
attacked through the compulsory testing and free treatment program, 
and with proper public support these diseases shou'd be significantly 
lowered in the next decade. These are only a few of the more out- 
standing examples of debilitating diseases; obviously there are others. 
The provision of more hospital beds and the probable increase in doc- 
tors will exert their influence upon these diseases. 


Later chapters will portray the lack of adequate medical and hos- 
pital attention received by a large part of the population. By improv- 
ing this condition a long step will have been taken toward better health 
in Alabama. 
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Chapter II 


PHYSICIANS IN ALABAMA 


It is futile to hope that any program for improving the health of 
the citizens of Alabama can be successful unless the state has an ad- 
equate number of well qualified physicians. It is, therefore, necessary 
to study the supply and distribution of physicians and the factors which 
are responsible for determining the location of physicians. From these 
data it should be possible to draw certain conclusions regarding the 
steps necessary to improve the situation. 


Despite the increasing population of the state, the number of phy- 
sicians in Alabama has declined steadily. Population has increased 
from 2,138,093 in 1910 to 2,832,961 in 1940, but the number of phy- 
sicians has decreased from 2,242 in 1910 to 1,878 in 1940. (See Table 
4 and Figure 5.) 


Table 4. Population of Alabama and Supply of Physicians, 1910-1940. 


Physician- Physicians per 
Year Population Physicians Population Ratio 100,000 Population 
ICI a ee ee sk MA ae 2,138,093 2,242 1: 954 105 
LODO, se ee 2,348,174 2,217 1:1,059 94 
LOS i tees See, 2,646,248 2,088 1:1,267 79 
OOS ees PU 2,832,961 1,878 1:1,508 66 


It is considered essential that there be one physician per thousand 
population if adequate medical care is to be provided. Actually the 
national average has been better than this for many decades and in 
several eastern states the number of physicians per 100,000 population 
is more than twice as high as the number in Alabama. It is obvious 
that for more than twenty years preceding 1940 there has not been a 
sufficient number of physicians in Alabama to provide adequate med- 
ical care. In 1940, 955 additional physicians were needed to bring the 
level up to one physician per thousand population. 


It is commonly assumed that physicians are leaving rural counties 
and are concentrating in urban areas. While there is no doubt that 
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FIGURE 5. PHYSICIANS IN RELATION TO POPULATION, ALABAMA, 1910-190. 
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rural areas have fewer physicians than urban areas, it is of interest to 
note the trend in Alabama. For this purpose the counties with incor- 
porated places of 10,000 or more people in 1940 (12 counties) are com- 
pared with those having no incorporated places of 2,500 or more in 
1940 (25 counties). The results are shown in Table 5 and Figure 6. 


Table 5. Supply of Physicians in Urban and Rural Counties of Alabama, 1920-1940. 


Physicians per 100,000 Population Physician-Population Ratio 
/ Counties With Counties Without Counties With Counties Without 


Cities of 10,000 Incorporated Citiesof10,000 Incorporated 
Year or More* Places* or More* Places* 
19003 cous 122 82 1: 823 1:1,214 
1 | ae ee aa 99 68 1:1,013 1:1,540 
1040 69 49 1:1,454 1:2,040 


*As of 1940. 


From these data it can be seen that there was not an adequate 
number of physicians in rural areas in 1920 and that by 1940 the num- 
ber was less than half of the minimum standard of one physician per 
1,000 population. It is likewise evident that in counties in which were 
located cities of 10,000 or more people in 1940 there has also been a 
decline in the number of physicians so that by 1940 there was but one 
physician per 1,454 population. This is contrary to the generally ex- 
pressed belief that urban areas have had an adequate and increasing 
number of physicians. Actually, the physician-population ratio in the 
populous counties of Alabama was below the minimum standard in 1930 
and considerably below by 1940. This decline is evident even in Jef- 
ferson, Mobile, and Montgomery Counties. (See Table 6.) 
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Table 6. Physicians in Jefferson, Mobile, and Montgomery Counties. 


Physicians per Physician-Population 
Year 100,000 Population Ratio 
1 oD eet Ac eee ete aN mie a ae Uc 144 1: 696 
OB Opp sede ot eraese mire ewes eal soe Sore 111 1: 905 
USP NO reat ss ett Se SN a etecIROS RAD LDPE os 98 1:1,019 


Note that in these three urban counties the number of physicians 
fell below the minimum of adequacy by 1940 despite the fact that most 
of the specialists in the state were concentrated there and these centers 
would be expected to draw patients from surrounding counties as well 
as from their own population groups. 


Although the decline in rural areas is alarming enough. the figures 
presented do not take into account another significant factor. Com- 
munities with equal numbers of physicians do not necessarily have the 
same facilities for medical care. Many physicians, although still ac- 
tive, have reached so advanced an age that their service capacity is 
greatly reduced. The reduction in number of physicians in Alabama 
is caused by the death of older physicians and the lack of their replace- 
ment by young physicians. This is demonstrated by the fact that in 
1940 and 1941 Alabama with about two percent of the national popu- 
lation received only one-third of one percent of newly licensed phy- 
sicians, whereas the state of New York with 10 percent of the popula- 
tion received 18 percent of newly licensed physicians.’ (See Figure 7.) 

For this reason physicians in Alabama, and particularly in the 
rural sections, were on the average considerably older in 1940 than in 
1920 and as a consequence were capable of providing less service. An 
indication of the variation of service at different ages can be expressed 
in a curve. Such a curve has been developed on the basis of the relative 
number of patients seen in a week in 1942 by active physicians of dif- 
ferent ages engaged in private practice.” (See Figure 8.) This curve 


1Perrott, G. St. J. and Davis, B. M.: “The War and the Distribution of Physicians,” 
Public Health Reports, 58:1,545 (October 15, 1943.) 


Pennell, E. H.: “Location and Movement of Physician—Methods for Estimating 
Physician Resources,” Public Health Reports, 59:281, (March 3, 1944). 
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and the tables for estimating the service capacity of physicians make 
it possible to attempt some estimate of the reduction in medical service 
caused by the aging of Alabama’s physicians. As this is predominantly 
a rural problem, one of the 25 counties in Alabama with no incorporat- 
ed place of 2,500 or more population was selected for such analysis. 
This county, like most rural counties, has had a steady decline in the 
number of physicians practicing during recent decades. The data are 
presented in Table 7. Note that this county is better than the average 
for the 25 counties, approaching very nearly the level of physician 
supply existing in those counties with cities of 10,000 or more popula- 
tion. 
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FIGURE 8. RELATIVE NUMBER OF PATIENTS SEEN IN A WEEK IN 19le BY ACTIVE PHYSICIANS OF DIFFERENT AGES. 
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Table 7. Supply of Physicians in a Rural Alabama County and in Twenty-Five Rural 
Counties, 1920-1940. 


Physicians per 100,000 Population Physician-Population Ratio 


Year Selected County Rural Counties Selected County Rural Counties 
,  galieeder 104 82 1: 964 1:1,214 
Ce 87 68 1:1,154 1:1,540 
1 60 49 1:1,680 1:2,040 


However, the age of physicians in this selected county has been 
increasing and the physicians are no longer capable of rendering as 
much service. By calculating the service capacity of each physician 
in 1920, 1930, and 1940, it is found that the capacity of service of the 
average physician in the county in 1930 was 80 percent of that in 1920 
and by 1940 this had declined to 64 percent. When corrections are 
made in this way, we can estimate more accurately the decrease in 
medical service available in this county. This is shown in Table 8 and 
Figure 9. Thus it can be seen that while the physicians in this county 
in 1940 had been reduced to only 58 percent of those in practice in 
1920, the correction on the basis of their capacity to render service 
indicates a reduction to 37 percent. 


Table 8. Supply of Physicians in a Rural Alabama County, 1920-1940, with Corrections 
for Service Capacity. 


Physicians per 100,000 Population Physician-Population Ratio 


Corrected on basis “____ Gorrected on basis 
Year Uncorrected of Service Capacity Uncorrected of Service Capacity 
ie eran 104 104 1: 964 1: 964 
105 Gc aea 87 70 1:1,154 1:1,442 
1940. = 60 38 1:1,680 1:2,612 


Although the changes in other rural counties may vary somewhat, 
the general trend is the same. In other words, conditions are actually 
worse than revealed by data showing only physicians per 100,000 pop- 
ulation or physician-population ratios. It is also possible to conclude 
that as a result of the increasing age-of physicians in rural] sections the 
situation is apt to become worse at a progressively increasing rate. 
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[TET] PHYSICIANS PER 100,000 POPULATION CORRECTED FOR 
SERVICE CAPACITY 
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FIGURE 9. SUPPLY OF PHYSICIANS IN A RURAL ALABAMA COUNTY, 1920 = 1940. 
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The dislocations incident to the war have distorted the picture of 
physician supply to such an extent that a study of the present situation 
cannot be used as a basis for discerning future trends or for planning. 
Despite this, consideration may well be given to the current physician 
supply. Appendix 4 is based on data collected by the Alabama Pro- 
curement and Assignment Committee. Note that the physician-popula- 
tion ratio has changed from 1:1,508 in 1940 to 1:1,750 in 1944 and that 
158 physicians are no longer practicing. This means an actual phy- 
sician-population ratio of 1:1,948 existed. No county in the state came 
up to a ratio of one physician per 1,000 population and only two had 
a ratio better than 1:1,500. There are approximately 270 physicians 
in military service. If all had returned on November 15, 1944, the to- 
tal number of physicians in the state would be 1,823 or 55 fewer than 
in 1940. 


It may be concluded from this study that Alabama has an inad- 
equate supply of physicians, that the situation has-been growing worse 
for many years, and that, unless factors are brought into play that 
have been absent in the past, there is every reason to anticipate that 
the downward trend will continue. It is also evident that conditions in 
rural areas are more acute but that urban centers are likewise being 
adversely affected. 


Specialists. The quality of care available to citizens of Alabama 
can be appraised to a certain extent by the availability of specialists. 
Although many illnesses can be handled quite adequately by the gen- 
eral practitioner, there are others in which the attention of a well 
qualified specialist may mean the difference between life and death. 


The number of specialists in the United States listed by the ap- 
proved examining boards in specialties in 1942 represented 10 percent 
of all physicians listed in the American Medical Directory. The spe- 
cialists in Alabama in 1942 represented only 5.8 percent of all phy- 
sicians in Alabama registered in the American Medical Directory. 
Fifteen such examining boards have been established, but three of 
these boards had not certified any Alabama physician as late as 1942. 


Of the 113 specialists certified by the boards, 63 were located in 
Jefferson County and all but 22 were located in Jefferson, Mobile, and 
Montgomery Counties. In other words, these three counties with only 
25 percent of the total population of the state had 80 percent of all 
certified specialists, while the ramaining 75 percent of the population 
had only 20 percent of the specialists. While it is true that specialists 
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must locate in areas with sufficient population to support a specialized 
practice, it is apparent that there is a need for a somewhat more ad- 
equate spread of specialists, particularly in such fields as surgery, in- 
ternal medicine, pediatrics, and obstetrics and gynecology if the entire 
population is to receive a better quality of medical care than has been 
true in the past. 


Factors Influencing the Location of Physicians. To decide on 
methods which may be used to increase the number of physicians in 
Alabama, and to provide a more equitable distribution of these phy- 
sicians, it is necessary to study the factors which influence the location 
of physicians. A study by the United States Public Health Service’ 
indicates that the most important factors influencing the location of 
young physicians can be stated in the order of their importance as 
follows: 


1. The wealth of the community 

2. The facilities for hospitalization of patients 

3. The availability of consultants and specialists in the various 
fields of medicine 

4. The character of the community. 


1. Wealth of the Community. The per capita income of the 
population is the most important factor influencing the ratio of phy- 
sicians to the population. The distribution of physicians over the en- 
tire nation in relation to effective buying income is indicated in Figures 
10 and 11. From this study it is evident that in 1938 in counties with 
the highest per capita effective buying income the physician-population 
ratio was nearly four times as great as in the poorest counties; this 
ratio for physicians under 45 years of age was eight times as great. 


2. Facilities for Hospitalization of Patients. The influence of the 
hospital in determining the location of physicians is important. The 
report states: “In modern medical practice the hospital is an invalu- 
able adjunct. Such an institution affords means for the accurate di- 
agnosis and proper treatment of illness and in many cases is essential 


1Mountin, J. W., Pennell, E. H., and Nicolay, V.: “Location and Movement of Physicians, 
1923 and 1938—Effect of Local Factors Upon Location,” Public Health Reports, 57:1,945, 
(December 18, 1942). 
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for the care and recovery of patients. For the country as a whole 
there were in 1938 only 67 physicians per 100,000 population in coun- 
ties without general or allied special hospitals as contrasted with 157 
for counties in which there were 250 beds or more.” (See Figure 12.) 


The authors go on to point out that “regardless of the income 
class of the county, the presence of large numbers of hospital beds re- 
flected more attractive locations for physicians than did the limitation 
or absence of these facilities. This was especially true of physicians 
under 45 years of age. In all income classes the ratios of young phy- 
sicians to population were twice as great where hospital beds were 
numerous as in counties without such facilities. The important con- 
tribution made by accessory facilities for medical care represented by 
large numbers of hospital beds upon the size of physician-population 
ratios suggests that such facilities alone afford attraction for estab- 
lishing medical practice apart from other factors such as wealth, pop- 
ulation expansion and urban character of counties.” 


It is difficult to evaluate the effect hospitals have in determining 
the location of physicians in Alabama. There were only three counties 
with 250 or more general hospital beds and these three, Jefferson, 
Mobile, and Montgomery, were those with the most favorable phy- 
sician-population ratio and they likewise included the bulk of certified 
specialists in the state. 


The Journal of the American Medical Association listed 65 gen- 
eral hospitals in Alabama in 1940. These were located in 35 of the 67 
counties. Only 3 of the 35 counties were among the 25 counties with 
no incorporated places of 2,500 or more population. There were only 
46 hospital beds in these 25 counties, the total population of which 
was 609,941. 


It is also appropriate to note that of the 65 general hospitals listed, 
30 hospitals, or nearly half, were owned by individuals or partnerships. 
The privately owned hospitals do not tend to attract physicians into 
the county because the facilities of the hospital are usually reserved 
exclusively for the use of the owners. Young physicians entering such 
a community frequently must turn over their patients to the owner of 
the hospital for x-ray or laboratory work, and also for surgery. This 
is often true even when their training has been such that they could 
perform much of the surgery themselves. Rather than do this they 
often will locate in a larger community where they are able to become 
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PHYSICIANS PER 100,000 POPULATION 


WITHOUT 250 OR MORE 
HOSPITALS HOSPITAL BEDS 
IN COUNTY IN COUNTY 


FIGURE 12. INFLUENCE OF HOSPITALS ON LOCATION OF PHYSICIANS, 1938. 
(SOURCE: MOUNTIN, J.W., PENNELL, E.H., AND NICOLAY, Vy: “LOCATION 


AND MOVEMENT OF PHYSICIANS, 1923 AND 1938 - EFFECT OF LOCAL FACTORS 
UPON LOCATION," PUBLIC HEALTH REPORTS, 57:1,945, (DECEMBER 18, 192). 
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members of the staff and make full use of their training. This does 
not apply to every hospital that is owned by a physician, but it is true 
in a sufficient number of cases to be a factor in the shortage of phy- 
sicians in some areas. The physician owning the hospita) is not to be 
condemned. In most cases the patients utilizing these hospitals can- 
not pay much for their hospitalization and the hospital is operated at 
a loss. If the owner did not have the opportunity to do most of the 
surgery, allowing him to make up a deficit in the cost of operating the 
hospital, the hospital might have to close. 


The lack of hospital facilities also has another effect on the influx 
of young physicians into the state. It has long been stated that the 
two year medical school was ineffective in influencing the supply of 
physicians because students had to finish their training elsewhere and 
did not return to Alabama. Despite the organization of a four year med- 
ical school, it is to be noted that many students will still go elsewhere 
to obtain suitable interneships and residencies as the number of hos- 
pitals in Alabama approved for interneships is smal! and the quality 
of interneship provided is not as high as it should be to attract the best 
qualified students. In 1942, Alabama had only four hospitals approved 
for interneships; Georgia had nine and Illinois had fifty-eight. A phy- 
sician will often locate in the community in which he serves his in- 
terneship. 


3. Availability of Consultants and Specialists in Various Fields of 
Medicine. The Public Health Service study states: ‘‘Another impor- 
tant adjunct to the practice of modern medicine is the accessibility of 
professional associates for consultation and exchange of professional 
ideas. The opportunities for consultation and collaboration in the case 
of obscure conditions become greater as the number of physicians in 
an area isincreased. Where the provisions for medical care in a county 
are limited to a small number of physicians, the opportunities for inter- 
change of professional ideas are fewer than in counties where the num- 
ber of physicians is large.”’ The effect of this factor is demonstrated 
by Figure 13 which is based on figures from the Public Health Service 
study. This reveals that, in counties where physicians in 1931 num- 
bered less than 5 per county, there were only 69 physicians per 100,000 
population in 1923 and the number had declined to 57 by 1938. Where 
there were 100 or more physicians per county in 1931, the ratio was 156 
in 1923 and increased to 170 in 1938. 
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FIGURE 13. PHYSICIAN-POPULATION RATIO RELATED TO NUMBER OF 
PHYSICIANS IN AREA. 


(SOURCE: MOUNTIN, J.W., PENNELL, E.H., AND NICOLAY, V.: "LOCATION 


AND MOVEMENT OF PHYSICIANS, 1923 AND 1938 = EFFECT OF LOCAL FACTORS 
UPON LOCATION," PUBLIC HEALTH REPORTS, 57:1,945, (DECEMBER 18, 1942). 
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4. The Character of the Community. The present day medical 
student is carefully selected before he enters medical school. He us- 
ually completes three or four years of college work before entering 
upon his professional training. If reared in a small town, he usually 
leaves home to attend college. He attends medical school in a large 
city and his associates are a highly intelligent group of individuals. 
He has the opportunity to enjoy many cultural developments possible 
only in the large city. He works in hospitals with the latest, finest type 
of equipment. If he is of rural origin, he frequently acquires an en- 
tirely different outlook on life and often prefers locating in a city or in 
an urban area. 


The high degree of association between the urban character of a 
county and the number of physicians located therein is shown by Fig- 
ure 14 which is based on figures from the same report. It reveals that 
in 1923 there were 92 physicians per 100,000 population residing in 
strictly rural counties (no incorporated place of 2,500 or more inhabi- 
tants located therein). The presence of urban places of less than 50,- 
000 population in counties was reflected by an average ratio of 115, 
and counties with cities of 50,000 or more contained 159 physicians 
per 100,000 population. The corresponding ratios for 1938 were 69, 
100, and 174. 


Conclusion. The achievement of the goal in developing a state 
master hospital plan as suggested later in this report will materially 
improve the situation of inadequate and mal-distributed physicians. 
However, it is more than probable that there will still be some rural 
areas without adequate medical service. It is reeommended that wher- 
ever the need is acute the county, with state help if necessary, con- 
tribute to its own welfare through inducements to physicians in the 
form of office space, equipment, laboratory facilities, living quarters, 
or possibly a cash subsidy. 
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(111 MIXED (NO PLACES OVER 50,000 POPULATION. ) 
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FIGURE ly. PHYSICIAN-POPULATION RATIO RELATED TO DEGREE OF 
URBANIZATION OF COUNTY, 1923 AND 1938. 


(SOURCE: MOUNTIN, J. W., PENNELL, E. H., AND NICOLAY, V.: 
"LOCATION AND MOVEMENT OF PHYSICIANS, 1923 AND 1938 - EFFECT OF 
LOCAL FACTORS UPON LOCATION," PUBLIC HEALTH REPORTS, 57:1,945, 
(DECEMBER 18, 192). es Se eee a 


Chapter III 


OTHER PROFESSIONAL SERVICES 


Those factors which influence the number and distribution of phy- 
siciaus also operate in very much the same manner in relationship to 
dentists, nurses, and pharmacists. Particularly is this true of nurses 
and pharmacists. The adequacy of hospitals may not be a strong fac- 
tor in influencing dentists, but economic factors and urbanization are 
very strong factors. 


As these factors are eliminated or improved, the various profes- 
sional services will be improved in Alabama. Since the factors have 
been analyzed in considerable detail in regard to physicians, it will be 
unnecessary to make a further detailed analysis of each of the other 
professions, and this chapter will merely indicate the existing situation. 


Dentists... As might be expected, the war situation has produced 
a decrease in the number of dentists in Alabama. In 1940 there were 
636 dentists in actual practice, but this number had decreased to 487 
in 1943 and to 479 in 1944. In 1940 one dentist served a population of 
4,454 persons; in 1943 he served 5,582 persons, and in 1944 he served 
5,675 persons. It is very obvious that a large number of persons failed 
to receive any dental attention. 


The age distribution of Alabama dentists is presented in Table 9 
and indicates that younger dentists are not filling the places gradually 
being vacated by the older men. 


Not only is the number of dentists decreasing, but the distribution 
throughout the state is by no means equitable. The urban areas at- 
tract a greater proportionate number than do the more rural areas, 
and the three principal cities, Birmingham, Mobile, and Montgomery, 
contain 172 dentists, well over one-third of all Alabama dentists. Table 
10 presents the data regarding this distribution. 


1Material for this section was prepared by Dr. W. E. Goodwin, representative of the 
Alabama Dental Association. 
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Table 9. Age Distribution of Alabama Dentists, June, 1943. 


Age Number Percent 

7s AU BS EPRI SHI Bf BS bf S ERs eee hae Sa eat cesar el 487 100.0 
Sa a eath a Se ee a ea ee 14 Tt ae 
LOFTS Ng vy SE2)s fhe ee ete ratte fee SDR ete TS 1 ee Se Te 31 6.4 
DORAner oy DATS gh. cz ion are pe ae et aie me he ae 56 11.5 
LACM (les of 2 Wea aoe) rcp Rani x ean TE eee ae ele Le Soe 51 10.5 
BBR OB WVORTO sete ete 2 ON eee eee ee ee ee PS ae 82 16.8 
a= OO: SVCALS) ek 5 cia eee eet a By WE ee Es Ol eT 104 21.4 
GOAT CON Cia eae 2 Ge Be Tete eel tian Lal die a hae yea Ce 149 30.6 


Table 10. Distribution of Dentists in Alabama Cities, June, 1943. 


1943 Persons 
Location Population Dentists Per Dentist 
PAL SATS AUVs ee ST Ses Re ee 2,718,273 487 5,582 
LEG oan LAL ES CV) 0c We" deka teeta ates Ate Hane om ean es nu y eal 470,383* 103 4,567 
MODE Ow axte rate eer beh ee a ee eee: 227,763 * 33 6,902 
IVLIONTE OME EY ee eh ee a ee 115,246* 36 3,201 
Remainder of State __. shige es rakes Mine 5 Poet | 1,904,881 315 6,047 


*Population of entire county. 


Nurses.’ In 1940 a total of 3,138 nurses were registered in Ala- 
bama, of which only 2,248 were actually residing in the state. In 1943, 
4,012 nurses were registered, with 2,705 residing in the state. Thus, 
nearly one-third were living in other states, and cannot be considered 
when evaluating the adequacy of nursing service in Alabama. Another 
factor which may distort the picture of nursing service is the fact that 
many inactive nurses keep up their registration. Table 11 presents 
data regarding the geographic distribution of nurses in Alabama, by 
race, for 1940 and 1943. The cities shown in the table were those in 
which there were nursing schools or large hospitals. The assumption 
is made that all nurses are active, since the number of inactive nurses 
by counties is unknown. 


Complete information regarding the type of nursing was not 
available in 1940. However, it is known that of the 2,248 nurses re- 
siding in Alabama in 1940, 196 were employed by the county and state 
health departments. Another 51 were employed in industrial nursing 
or in other public health services. Table 12 presents more detailed 
data regarding the types of nursing in 1948. 


1Material for this section was prepared by Miss Pearl Barclay, representing the Alabama 
Nurses Association. 
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Table 12. Occupations of Nurses Registered in Alabama, 1943. 


Occupation Number Percent 
NTT SIN rape ies ee tel eee hgh a ee ea 4,012 100.0 
PHV ATC TI DUOY, SNIT SING cae fee ee hee pe ae 802 20.0 
Jag U0) | Cepia i CVE eg WG Aee ue age ers coc Anh 2 See Ee see ac eRe Wee lene Se aN. 280 7.0 
ANSUIGIELON cel INUIT RITA ee te ee oe a eo oe 1,123 28.0 
SVC ULM CAN ALE SIND seer a ee PS A ho ee el OS 160 4.0 
MOET CS IN INS La sree ease a oe de 120 3.0 
GOVEINMEND SCL VACe soe he Pee he : 280 7.0 
Anesbhesia;: Air-Hostessimeas Obpher i356 ee eS es 84 2.1 
BEGG) ts dc Ye eams att SS ay UU UD eB GEE gE oS SE eat 762 19.0 
ini Kow oe Binh Gh kG AYE 1 (6) 0 Yee atc eel ent Pee abe Gel la tate Lac eee eee ST 401 10.0 


Factual data are not available for the determination of all the 
factors affecting the number and distribution of nurses. However, the 
following factors appear to be operative: 


is 


The geographical distribution of nurses follows closely the 
agencies employing the nurses, such as hosvitals, physicians, 
and industries. 


The nurse population tends to be concentrated in the areas of- 
fering nurse education. 


Personnel policies, including salaries, influence the amount and 
quality of nursing service. It is known thaz nurses leave the 
state for better opportunities elsewhere. 


Women of superior education quite commonly select nursing 
schools outside the state and rarely return to the state for 
practice of their profession. 


Nursing education varies greatly in the schools of nursing in op- 
eration in Alabama. Marked differences occur in qualifications of 
teaching staffs and in curricula, including amount of clinical experience 
required. The length of probation period ranges from three to six 
months. Duty hours are from eight to twelve per day. In 1940, twenty- 
eight schools were accredited and one school was conditionally approv- 
ed. Of the 319 students taking the state board examination, 311 pass- 
ed. There were 32 nurses registered by reciprocity, making a total of 
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343 approved for nursing practice in Alabama. In 1943 there were 
376 graduates. 


Table 13 presents the schools of nursing, and enrollment in 1940, 
and in 1943 in Alabama. 


Table 13. Enrollments in Schools of Nursing in Alabama, 1940 and 1943. 


Student Nurses 


Location Hospital 1940 1943 

Jl ilegrs! 313 (0.3) S'S See aire aN Se RS EE Aes niles 5 te Oe eeepee rua. ots Seen 1,061 1,182 

PTT P SO 2 Sa ene RS Garner Memorial (2200 i eee 28 20 

Birmingham. 1312) 014 6 (1 papies etd sede ta a OP aise Tae meee deat 96 105 

3 11504 Va) SMa Se Me a Me ea Rico Lae 158 127 

| GE Waly 0) 2 ia aes cn cee tr A ee eR aes ee ait alata 12 

IN OPW OO 52 ee 81 66 

SEs A VEICENES cS a eta ee ee 81 50 

South Hishiand “Infirmary. 022 82 96 

IcOaGtr ho se ee *Benevolent Society <2 os pees 19 17d 

Guhiane o-oo 8 a es Reyes Rs 52 40 29 

iy! £0707 5, Ap Se EMTS NOMS Ra DOSNT NES 38 52 

PIR Eee ee SAG Tih rca aN eS ie aS a LR Pt ON a 13 v4 
SEL G fe ce ee ane eg oye 7d 

Gadsden. re PMOTESt TCH OVGL fa see i 16 11d 

Holy Name: Of “Jesus 325.24. 41 43 

Al (255) 054 ie eae ae ate SP eCOpIE Si et ee eS eT Pepe D ee UES 25 18 

*Walker County Hospital <=» . : 14 19 

OR p eee a clears ee oe CG OS P bake ts a ee 48 42 

Mobile: Intirmary <2 3 sine ee 45 40 

PATON VICLO TG Cape a eh ee 60 34 
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‘Sard fe C2022: eee Dee eee eed PEM MONG HPAZIOR sen. Soe eee ee 21 25 
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dDiscontinued after this date. 
+Conditionally approved. 
*Schools not meeting Red Cross requirements as of May 1, 1943. 
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Pharmacists... Pharmacy plays an important part in the general 
public health of a state. Alabama has 680 drug stores distributed 
throughout all of its counties except Washington County, and most of 
these stores carry sufficient stocks of needed drugs and health supplies 
to take care of epidemics and other emergencies. There is at present 
one drug store for each 4,410 persons in the state. There are 800 reg- 
istered pharmacists in these drug stores, filling approximately three 
million physicians’ prescriptions annually. This represents one phar- 
macist for each 3,750 persons, but this ratio varies considerably with 
the size of the county, as indicated in Table 14. 


Table 14. Relationship of Size of County and Supply of Pharmaceutical Services. 


Number of Persons 


Size of County Per Drug Store Per Pharmacist 
BUEN CLO Teteate ys COC sete aSEA  i FT e seere 4,500 4,250 
Ad ay4 UU pares 15.) 6 08 fete ene Colle AMR een nck RA Rad cette 4,700 4,273 
BDO OO 0) AOD ee ee eS 5,561 4,267 
OOOO 24 OO. 00 Oe kare are Se ea) ee 4,587 3,000 
OST O00 Os 3,160 1,975 


The Alabama ratio of drug stores and pharmacists to population 
is low as compared with the national ratio of one drug store for every 
2,394 persons and one pharmacist for every 1,646 persons. In Ala- 
bama pharmaceutical services are maintained only by long hours of 
work. A satisfactory standard would be one drug store and two phar- 
macists for each 2,000 persons, and to reach this goal it will be nec- 
essary to encourage pharmacists now in the armed services to return to 
the profession. However, the economic factor must also be solved, and 
it will be improved when hospital services become adequate. 


At present all Alabama pharmacists registered since 1931 are 
graduates of a four year recognized college of pharmacy, and they 
must have graduated from a recognized high school prior to entering 
the pharmacy school. There are colleges of pharmacy at Howard 
College in Birmingham, and at Alabama Polytechnic Institute at Au- 
burn, and recent legislation provides that a college of pharmacy be 
established in connection with the Medical College of Alabama in Bir- 
mingham. 


iMaterial for this section was prepared by Mr. E. W. Gibbs, representative of the 
Alabama Pharmaceutical Association. 
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Since pharmacy is so intimately related to the operation of drug 
stores and the sales of many commodities other than prescribed medi- 
cines, no specific recommendations are made in this report in regard 
to the number or location of pharmacists. Such business operations are 
entirely within the province of private enterprise, and as such they will 
follow the demand for their services. 


Chapter IV 


THE HOSPITAL PICTURE 


Hospitals probably constitute the most important single factor in 
the health picture of a state. Not only do they provide for the care of 
the sick, but also they attract physicians and nurses. They often be- 
come medical centers for public health services and education, and 
they act as a focus for medical services. Thus, the absence of adequate 
hospitals is apt to mean that a community will lack sufficient doctors 
and nurses and that other medical services will be inadequate. 


Alabama possesses far from adequate hospital facilities. Of three 
states with less than two hospital beds per 1,000 population in 1939 
Alabama was one. The need is great for all types: general, mental, 
tuberculosis, and nursing homes and other specialized types; and as 
this need is relieved the supply of physicians will increase, and grad- 
ually the health level of the state will improve. 


General Hospitals. An inventory of hospital beds in March, 1945, 
indicated a capacity of 5,633 beds, or a ratio of 2.07 beds per 1,000 
population.’ It is known that some of the hospitals are sub-standard, 
but it would be impossible to determine the number of sub-standard 
hospitals without intensive and critical examination of each hospital. 
Such a procedure is outside the scope of this study, and therefore all 
existing hospital beds are assumed to be adequate. This assumption 
means that a serious understatement of the actual need is made. Ap- 
pendix 5 indicates the location and capacity of Alabama’s general hos- 
pitals and also shows the number of beds per thousand population in 
each county. (See also Figure 15.) 


To present the bed-population ratio by counties is a very inad- 
equate method of picturing the situation. County lines do not serve as 
boundaries for hospital services, and most hospitals will serve many 
people across county lines and in some cases across state lines. For 
example, Dale County has no hospitals, and therefore, according to the 
table, there are no beds available. However, Houston County, which 


1Veterans’ Hospitals are not included in this study. 


pes Se 


ALABAMA FIGURE 15 


LOCATION OF HOSPITALS 
AND BEDS PER 1,000 POPULATION 
BY COUNTIES 
(==S Ro. 00 |.00-1.99 3,00-3.99 
VZZZ7Z7] 0.01- 0.99 KS 2.00-2.99 BARR 4.00 AND OVER 


ALABAMA STATE PLANNING BOARD HOSPITAL BEDS AS OF MARGH 1945 


MONTGOMERY APRIL 1945 POPULATION AS OF MARCH 1943 
Ma STATE PLANNING BOARO MAY 1944 Paes 3 i: 


Se ee 


jec* 


ee: | SES 


adjoins Dale, has three hospitals in the corner of the county nearest 
Dale. The table shows that Houston has 4.45 beds per thousand, 
whereas in reality Houston is serving parts of Dale, Henry, and Geneva 
Counties, and consequently its bed ratio is very much smaller than the 
table indicates. The bed ratio for the state as a whole is not so greatly 
affected by this condition, although nearby hospitals in neighboring 
states may provide facilities for some residents of Alabama, and Ala- 
bama hospitals may provide facilities for some residents of bordering 
states. 


Figure 15, showing the location of existing hospitals, indicates 25 
counties which are completely without hospital facilities. All of these 
are relatively rural and would find it more difficult to support a well- 
equipped hospital than would some area where population was con- 
centrated. Despite the absence of hospitals in these counties, there is 
a very small part of the state where hospitals are further than twenty- 
five miles away. This indicates that the geograpical distribution of 
hospitals is fairly adequate in most parts of the state, but does not 
mean that the quantity and quality of hospital beds are adequate. 


At present many Alabama hospitals are small proprietary institu- 
tions owned, in most cases, by a physician. There is no system of hos- 
pitals in the state nor is there any integration of the existing hospitals. 
Such a haphazard situation obviously cannot provide the best medical 
care for Alabama’s people. A well-planned, integrated system of hos- 
pitals is needed and such a plan will be presented in Chapter V. 


Tuberculosis Hospitals.’ The ultimate objectives of a tuberculosis 
program are to reduce the number of deaths, reduce the number of ca- 
ses, and prevent the transmission of the disease. In view of the recent 
slight increase nationally in the rate of death it is imperative that the 
governments, local, state, and federal, and the public at large counter- 
act this trend by an adequate program of hospitalization. Segregation 
of infectious cases is theoretically possible in the home, but actually 
the only effective means of treatment is by hospitalization in specialized 
institutions. 


The problem of tuberculosis is a serious one in the United States. 
It is even more serious in Alabama. With 2.15 percent of the United 
States’ population in Alabama in 1940, this state had 2.48 percent of 


'This section is condensed from Alabama Tuberculosis Hospitals, Alabama State 
Planning Board, August, 1944. 
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the tuberculosis deaths. On a proportionate population basis, instead 
of having 1,499 deaths, Alabama should have had only 1,299 deaths. 
Two interrelated factors stand out in producing Alabama’s higher rate. 
One factor is the large Negro population, which comprises approxi- 
mately 35 percent of the population of the state. The tuberculosis rate 
of Negroes is almost three times that of whites. However, it must be 
remembered that tuberculosis infectiousness is no resnecter of the color 
line, and any program should be designed to meet the over-all situation 
without regard to race. The second factor is the income level of the 
state. Tuberculosis is primarily a low-income disease although persons 
on all levels are susceptible. To illustrate, in New York City it was 
found that in areas where the average rent was $200 per month, the 
tuberculosis mortality rate was only 19 per 100,000 persons, whereas in 
areas where the average rent was $35 per month, the rate was 256 per 
100,000 persons. 


There are, at present, eight tuberculosis hospitals in Alabama with 
a total of 526 beds. Five of these are owned or controlled by the local 
counties; the other three are owned by non-profit associations. Table 
15 presents location and type of control of present hospitals with num- 
ber of beds and number of admissions as of 1943. This information 
is also presented in map form in Figure 16. It should be observed that 
the facilities are not uniformly distributed geographically. The north- 
ern and eastern parts of the state are reasonably well served by hos- 
pitals, although not by number of beds, but the southern and western 
sections are relatively void of tuberculosis hospitals, with the exception 
of Mobile County. In no part of the state is the number of beds near 
any reasonable standard of adequacy. 


In 1942, in Alabama, there were 505 tuberculosis beds and 1,285 
deaths from all forms of tuberculosis. This was a ratio of 0.39 beds 
per annual death. In the same year, the nation had 1.43 beds per an- 
nual tuberculosis death, Massachusetts reported 2.75 beds per death, 
and New York reported 2.50 beds per death. Thus, Alabama ranks 
considerably below the national average and far below the more 
wealthy states. At the same time, Alabama people are becoming more 
conscious of the dangers and treatment needs of tuberculosis as a result 
of the extensive work of the State Department of Health in education 
against tuberculosis and in tuberculin tests and x-rays. Consequently, 
although the need for adequate treatment facilities has iong existed, 
the realization of this need on the part of the general population is rap- 
idly growing, and the demand for more hospitals is increasing. 
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Table 15. Tuberculosis Hospitals in Alabama, 1944 


1943 
Annual 
Ownership Ad- 

Name City or Control Beds missions 

Parla Ms CONST 2 PS RR Re So CO etic oral epee ee Se A ae eS 526 914 
Etowah County Tuberculosis 
CSPRTERUOP TUL Se Gadsden________ 5 (21 1124 A le ee ie ommet Mace ReBED 25 40 
Susie Parker Stringfellow 
Memorial Hospital- 2002 Anniston ________. Non-Profit Association _ 18 31 
Jefferson County Tuberculosis 
PSTD SEE 00) 5 15) 27 MR eR ee Birminehamo- County. 2 See es 150 308 
Morgan County Tuberculosis 
NSIT IS G15 (575 flee ac Ses em a d (41 a) reasoners ae COUT GY ee a meen 83 145 
Batson Memorial Sanatorium.__Lafayette_._._ County eee See 85 101 
Mobile County Tuberculosis 
Banicerim. 2 Mobile... - Non-Profit - Association _ 45 48 
Montgomery Tuberculosis 
Sanatorium OF ee a Montgomery....Non-Profit Association _ 100 199 
Tri-Counties Tuberculosis 
ICRCUCO MIR ceo ee eS ~ Scottsboro... COUN SIGS: =e 2 Fok es 20 42 


The trend of the tuberculosis mortality rate for both white and 
Negroes has been downward, as is indicated in Tabie 16. However, 
encouraging as is this gradual decrease, it should not be interpreted as 
meaning that the number of hospital beds needed is also decreasing. 
Alabama has always been deficient in the number of tuberculosis beds 
available; to continue, and accelerate, the decrease in tuberculosis rates 
it will be necessary to provide sufficient facilities for treatment. Fur- 
thermore, the number of beds needed is not only a function of the tu- 
berculosis rates, but also of the number of people in the population. 
Until the war began Alabama had been growing steadily, and this in- 
crease will no doubt be resumed after victory is attained. Consequent- 
ly, even though tuberculosis mortality rates are decreasing, it would be 
possible to have more cases and more deaths merely because of the 
population increase. Furthermore, it has been predicted by some doc- 
tors that tuberculosis will increase as a result of the war. This predic- 
tion has been partially substantiated by the slight national increase in 
19438. 
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Table 16. Alabama Tuberculosis Mortality Rates in Selected Years. 
(Rates per 100,000 population) 


Number Rate 
Year White Negro Total “White Negro Total 
MOA yee trea. a 506 837 1,343 26.7 83.8 46.4 
a [i eakants shee bse 595 900 1,495 31.9 90.8 51.8 
NDA) ee eter Sasa 589 922 1 Wess ke 31.8 93.6 53.1 
iG FS Ege CS ema 659 980: 1,639 35.1 95.0 57.8 
OSG tea he 717 1,140 1,857 39.1 112.8 66.8 
1 U2) Seca Pe a 704 1,063 1,767 40.3 106.0 64.8 
OB Debits Sue 759 1,303 2,062 43.4 134.4 79.2 


Mental Hospitals.* The institutions for mental illness maintained 
by the state include Bryce Hospital at Tuscaloosa for white patients 
and Searcy Hospital at Mt. Vernon for Negro patients, both under the 
direction of the same board and the same superintendent. These in- 
stitutions are maintained solely for the care and treatment of the men- 
tally ill. The capacity of each institution is taxed by the demands of 
normal times from the civil population of the state, and the war de- 
mands have made it almost impossible to care for the needs of the civil 
population. Table 17 presents the number of beds available in public 
and private institutions and the number of new beds needed. 


Table 17. Beds Available and Needed for Care of Mentally )Il and Mentally Deficient. 


Beds Beds 

Institution Race Available Needed 
UA] EF Ur pieg! 2 SF) DSS RO PEA 2p RE ice a eRe NN tee a ee roe oa ae gm CEE at 6,405 700 
ESYY.CO-ELOS 1a oe SS GE) sce a a ee ee White 3,900 300 
SEBLCY SHOSD IGEN Stee) seta oe ea 5 ee er Se ee Negro 1,600 200 
Partlow School for Mental Deficients (State) —............ White 855 200 
Hillcrest Sana toniuim Ge rivate)) el ae ee White 50 cate 


In the past two years the chief problem has been that of personnel. 
The war has created conditions resulting in the loss of most of the 
nurses and attendants, all dentists, and about half ef the physicians. 
This has made it necessary to restrict admissions, especially of white 
males. Applications for admission by white women who are merely 


tMaterial for this section was obtained from Dr. W. D. Partlow, Superintendent, 
Alabama State Hospitals. 
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nursing problems, such as the harmless but incurable and the helpless 
bed-ridden types, are not accepted at present, and provision should be 
made for these patients in nursing homes. (See section on Nursing 
Homes.) 


The Hillcrest Sanatorium in Birmingham, conducted by Dr. J. A. 
Becton, is the only private hospital for mental patients. There is a 
small nursing home in Prattville, operated by Mrs. Robert Oglesby, 
which does not provide medical care. These two institutions can pro- 
vide for only a relatively small part of those persons who are able to 
pay for such care, and can provide for none of those persons unable 
to pay. 


Veterans’ hospitals for the mentally ill are located near Tusca- 
loosa and at Tuskegee, and it is probable that their capacities will be 
enlarged in the future. However, difficulties are sometimes experienc- 
ed by ex-service men in gaining admittance to these hospitals. Conse- 
quently, efforts are exerted by families and interested physicians to 
gain admittance for these men into the state hospitals. This results in 
crowding of the state hospitals or in denial of admission to many non- 
service men. 


Nursing Homes.’ The problem of providing nursing care for the 
chronically ill is of grave concern to all individuals, agencies, and levels 
of government having responsibility for this group. This section will 
deal only with the problem as it relates to chronically ill persons who, 
because of the infirmities of age or other illnesses, cannot be cared for 
in private homes and are not subjects for care in the insane hospitals or 
tuberculosis sanatoria. 


The lack of facilities, both public and private, and the high cost 
of care in the few existing private institutions make it exceedingly dif- 
ficult, and frequently impossible, to plan satisfactorily for the chron- 
ically ill. In order to determine the extent of the problem as known by 
county departments of public welfare, information has been secured 
from the 67 local departments. They estimate that approximately 
3,033 persons are in need of institutional nursing care, but are not re- 
ceiving it because of inadequate facilities. (See Tables 18 and 21, and 
Appendix 6.) At the present time there are no known public nursing 


1Material for this section was prepared by Alabama State Department of Public 
Welfare. 
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Table 18. Chronically Ill Persons Known. to be in Need of Public Institutional Nursing 
Care, September, 1944. 


PYROS 9 ten Re Raare ya lencs RoR aie JO Ae ee a oS Pes ae ee ge Ae 3,298 
1, Persons under care of county departments who are receiving private 
ANSHCUTONS] MUYSINS CATE Soo se cae. see eae ete erin ee CO MS tare tet oo Me boe ool 57 
Bie ACG pS ele SS Ae dT a ne Se Re ey he 46 
b. Others (includes blind, handicapped, etc.) 11 
2. Additional persons in need of institutional nursing care 3,241 
a; Those’ known io. county. departments 222 ns 2,736 
DD SPR soe oS Ue tee ae a a Sac oP 2,069 
(2) Others (includes blind, handicapped, etc.) 667 
DieE OSes in COUNTY. AlIMSDOUSES ) 8 siea ae eee ee ee 201 
sp ODOT Me ates onc cee A ee A eee ee a We ee ie 304 


*Estimated on basis of requests coming to departments of public welfare or other 
knowledge of situations. 


Table 19. Analysis of Almshouse Population, September, 1944* 


le Number: of ‘almshouses: ===)" => EEL es Ls ABS RDO Sie eS Lh re Nee Oc 5 
Qt ST Oval NUMPeN.cOL TESIG CN bs sce si Ne aes ei pe ate pe ee ee 261 
a. Estimated number in need of nursing care 201 
b. Estimated number who could be cared for in private homes __ 52 


c. Estimated number awaiting admission to state mental 
PUSS GAD UG LONG ogee oe eh os fea a tes ea oe eer ee eee 8 


*Based on August figures. 


institutions for the chronically ill in this state;consequently, some of 
the five remaining almshouses have been used for bedridden individ- 
uals when nursing care has been necessary and no other facilities have 
been available. 


_ At the time of the passage of the Social Security Act, the most us- 
ual form of public aid throughout the country was care in county alms- 
houses. The Social Security Act provided on a national basis the first 
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grants-in-aid plan by which people might be aided in their own homes 
on a basis of individual need. Under the terms of the Social Security 
Act, however, no Federal funds are available to people living in public 
institutions, including county almshouses. One of the reasons for this 
limiting provision was to discourage the “hodge podge”’ of institutional 
care which then was in existence in some areas of the country. While 
there is still discussion as to whether this limitation should be retained 
in the Social Security Act, the fact that county almsnouses have been 
closed in a large number of counties throughout the country, as well as 
in this state, stands as evidence that the original restriction was sound. 
Today there are only five almshouses in Alabama with a population of 
261, whereas in 1935, when the state and county departments were 
created, there were 63 county homes with a population of 1,435. Ap- 
proximately 75 per cent of the remaining 261 almshouse residents are 
in need of nursing care. (See Table 19 and Figure 17.) 


Apparently private institutions are not the sole answer to the 
problem; first, because of the limitation of such facilities and, second, 
because of the high cost of care. There are known to be 24 private in- 
stitutions offering care to adults in the state with a bed capacity of 571. 
(See Table 20.) Even though there are 208 vacancies in these private 
institutions, many of them are not available to bed-ridden individuals. 


Table 20. Facilities of Private Institutions, September, 1944. 


Pe betal Binniber OL private: IMStLUWOMS 2 ee ee 24 
rR NCEE ICEL AERO L OG oe a ee Bp. aa ee 571 
a. Presetitandmber Ol residents + ss us 3 ee ee 363 
bee Present. numberof vacancies: 2. 2. ee 208 


In addition, 142 of these vacancies are in one fraternal institution 
which admits only members of the fraternal order or their close rela- 
tives. Even if sufficient bed space were available in private institu- 
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Table 21. Number in Need of Public Nursing Care as Related to Facilities of Private 
Institutions, September, 1944. 


1 rota: number: in: need of public nursing care = 3,298 


2. Persons under care of county departments who are receiving 


eer in EO GOI es ee 57 
3° Number receiving no care at present oo) 3,241 
4. Vacancies available in private institutions 208 
5. Number for whom no facilities are available : 3,033 


tions, many persons would be unable to take advantage of these facili- 
ties because of the high cost of care. While rates range from $25.00 
to $200.00 per month, it is difficult to secure care for bea-ridden per- 
sons for less than $75.00 to $100.00 per month. 


Conclusion. The foregoing discussion of the various types of hos- 
pitals indicates Alabama’s great need for further facilities. Chapter 
V, following, presents the master hospital plan which sets forth long- 
time goals which may serve as ideals, and the immediate goals which 
Alabama should achieve within two or three years after the war per- 
mits new construction. 
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Chapter V 


MASTER HOSPITAL PLAN 


In view of the foregoing description of hospital conditions in Ala- 
bama, it is obvious that increased facilities are necessary and that these 
new facilities should conform to a master plan. The development of a 
master plan of hospitals is merely an attempt to systematize the hos- 
pitals in Alabama and to provide for orderly growth in a manner which 
will best fill the urgent needs of the population. 


A master hospital plan should be a flexible instrument; it should 
serve as a guide. As conditions change, the plan should be altered. 
The master plan proposed in this chapter has as its purpose the deter- 
mination of the number and location of hospital beds needed in Ala- 
bama and it gives consideration to four types of hospitals: general, tu- 
berculosis, mental, and nursing homes. However, since the greatest 
need is for general hospitals, more attention has been given to this type. 
The plan also devotes attention to the order of construction of which 
there are two phases. The first phase should be concerned with build- 
ing hospitals in those areas now devoid of, or deficiznt in, hospital fa- 
cilities. Cost estimates have been made for this phase of the plan. 
The second phase, which will need further study, will be concerned 
with the replacement of those already-existing hospitals which are 
substandard. These two phases obviously may overiap. 


General Hospitals and Health Facilities 


A hospital has been appropriately defined as an agency in which 
the medical resources of the community are mobilized and implement- 
ed. Other authorities have defined hospitals, not as houses for the 
care of the unfortunate sick, but as community centers for the dissemin- 
ation of health. 


It seems elementary to observe here that the activities of a com- 
munity in the field of health should revolve around the community 
hospital. In harmony with this principle, it would be preferable and 
most appropriate if preventive services such as are provided by the lo- 
cal public health department could be housed in or near the community 
hospital. It would be especially desirable to have the clinics of the 
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local public health department located on the grounds of or as a part 
of a publicly owned community hospital. The increasing clinical lab- 
oratory facilities used by public health departments could then be in- 
tegrated with the outpatient facilities of the hospital, thereby avoiding 
duplication of facilities. In those rural communities with an adminis- 
trative health unit located in a town not having enough population to 
justify a community hospital, it would seem feasible for the health de- 
partment to be a part of a health center providing a few beds for emer- 
gency purposes and obstetric care. Obvious economies would result 
from such arrangements. Therefore, in studying the overall needs in 
Alabama for general hospitals, the need for certain types of health de- 
partment housing has been considered as an organic part of the prob- 
lem and the general hospital master plan which has been evolved takes 
into account these local health service needs and integrates them with 
the general hospital master plan. 


It is a characteristic of modern medical practice that physicians 
and hospitals go together. A little reflection indicates that such is a 
natural association. This association has been discussed in Chapter II. 
Any plan of attack to improve the health of the individuals of a com- 
munity must revolve around a community hospital or health center 
since young medical graduates are accustomed to the use of modern 
diagnostic and other equipment provided in hospitals. While many 
interlocking factors bear upon the distribution of physicians, including 
such factors as income level, racial composition of the population, and 
others, there is general agreement that the factor of hospital facilities 
exerts a strong influence on physician distribution. Therefore, in mak- 
ing a start on a plan to improve the health of the people of Alabama 
serious consideration should be given to the need for, and location, of 
hospitals. From such a study there should evolve » master plan for 
general hospitals and health facilities. It is proposed to develop here 
on the basis of facts and in accord with certain fundamental principles 
a master plan for general hospitals, health centers and related facili- 
ties. For brevity, this plan will be referred to hereafter as the master 
plan for general hospitals. 


Standards of Adequacy. One prerequisite for formulating a mas- 
ter plan for general hospitals is the establishment of a standard of ad- 
equacy. Most authorities in the field of medicine and public health 
consider 4.5 beds per 1,000 population as a minimum standard of ad- 
equacy. Some authorities modify this to provide 4.5 beds in urban 
places of 10,000 population or greater and 3,0 beds in the rural areas 
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and places of less than 10,000 population. In view of the low income 
level which prevails in Alabama, it seems realistic to lower the stan- 
dard of 4.5 beds to 3.5 beds per 1,000 persons. This standard which 
will be used in this proposal is, therefore, a sound but not a utopian 
goal. 


Essential Elements of a Master Plan for General Hospitals. <A 
master plan for general hospitals in Alabama embraces a framework 
composed of one base hospital, seven regional hospitals, many district 
hospitals, and a number of health centers. The base hospital is the 
facility to be located at the state medical college and to provide all 
types of medical service, including complete diagnostic and research 
facilities. This is the main teaching hospital. Highly specialized cases 
such as those requiring brain surgery would be handled ai this facility. 
Regional hospitals are to serve a region embracing several counties 
and should provide all types of hospital and medical service, including 
complete diagnostic facilities and should also provide for certain sim- 
ple training facilities. Rare and exceptionally difficult cases received 
at a regional hospital would be referred to the base hospital. In ad- 
dition, the staff members of the regional hospital should act as con- 
sultants to the staff of the district hospitals in certain specialized 
branches of medicine, for example, roentgenology and pathology. 
Moreover, clinical consultants from the regional hospita! should fre- 
quently visit the district hospitals and hold clinical conferences. The 
district hospitals as envisioned in the master plan are those facilities 
directly serving the great majority of the people. These hospitals 
should provide for normal and emergency surgical, obstetric, medical, 
x-ray, and laboratory services. Assistance and some supervision should 
be provided through the regional hospitals. The difficult and unusual 
cases received at the district hospital would be referred to the regional 
hospital. 


The fourth essential element of a master hospital plan is that of 
health centers. These centers with a small number of beds should be 
provided in rural areas of sparse population and should include facili- 
ties for maternity service and emergency surgery. Limited laboratory 
and x-ray services might be made available with appropriate super- 
vision of, and assistance from, the district hospital. This unit of the 
plan is a relatively recent concept and, although regarded very favor- 
ably by medical and public health authorities, it is unwise to be too 
arbitrary at this time in making recommendations regarding size and 
the extent of the services which health centers will provide. These 
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decisions will best be made after experience in their operation and it 
is therefore advisable that their early development be rather slow. 


Figure 18 displays the elements of a state master plan and the 
relationship of each element to the others. Housing for local health 
departments has not been considered as an element in itself but has been 
integrated with the above elements. 


The Alabama standard of adequacy next needs to be divided 
among the essential elements of the master hospital plan. Using the 
Alabama standard of 3.5 beds per 1,000 population, this total ratio has 
been subdivided somewhat arbitrarily as follows: 


0.5 beds per 1,000 population for the base hospital 
0.5 beds per 1,000 population for regional hospitals 
2.0 beds per 1,000 population for district hospitals 
0.5 beds per 1,000 population for health centers. 


The service area of the base hospital is the entire state of Alabama 
and, therefore, the number of required beds can be determined by us- 
ing the ratio of 0.5 beds per 1,000 persons in the service area. Obvious- 
ly the base hospital may also serve as a regional and district hospital 
and, therefore, there will be other beds in addition to this number. 
The same principle applies to regional hospitals in relation to the dis- 
trict hospitals. The service area of a regional hospita! includes several 
counties which fall within an area of natural economic and social in- 
terests. The service area of a district hospital is usually limited to a 
radius of about 25 miles and includes not less than 25,000 persons. 
The service area of a health center is a small one of 10 to 15 mile ra- 
dius. A health center is located primarily to supplement the district 
hospital, or to close a gap in sparsely populated areas where a district 
hospital cannot be justified. 


Alabama has been tentatively divided into seven regions following 
natural geographic, economic, and social lines. The seven regions are 
designated as follows: (1) Mobile region, (2) the Dothan region, (3) 
the Montgomery region, (4) the Tuscaloosa region, (5) the Birming- 
ham region, (6) the Gadsden region, and (7) the Decatur region. The 
composition of the service area of the seven regions and the present 
hospital facilities are indicated in Figure 19. 
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Hospital Facilities and Locations. Certain principles have been 
followed in selecting specific hospital locations. Onze principle rigidly 
followed was that no hospital of less than 50 beds should be provided. 
It is believed that a smaller hospital is not an economic unit. In gen- 
eral, the position has been taken that two 50-bed units each having a 
service area of a 25 mile radius and each serving approximately 25,000 
persons would be preferable to a single 100-bed unit with a service 
area of greater radius and serving 50,000 persons, provided the two 
50-bed hospitals are part of an integrated hospital system. Obviously, 
the two units would assist in a broader geographic and more decentral- 
ized physician distribution than would the single 100-bed unit. The 
principle of locating a hospital centrally to serve best the population 
group of the service area has been consistently followed; thus, each 
district hospital has been placed approximately at the center of the 
population group of the service area. Another factor recognized was 
that of transportation, especially the highway facilities. 


A rough forecast of the 1950 population of each county has been 
made, and the beds required are based upon the estimated 1950 popu- 
lation. 


On the basis of the above principles, specific locations of the va- 
rious facilities within each region have been indicated. However, be- 
fore outlining these plans, it is necessary to reiterate that they are ten- 
tative and flexible and that local factors as well as future events may 
make the eventual development of this plan somewhat different than 
is here proposed. It is also necessary to point out that it is beyond the 
scope of this study to evaluate existing facilities and, accordingly, no 
attempt is made to determine whether existing facilities will be enlarg- 
ed, replaced, or operated as at present. These decisions can be made 
only after competent hospital authorities have the opportunity of mak- 
ing detailed studies of present facilities and local factors. 


1. Mobile Region. (See Tables 22 and 23, and Figure 20.) The 
master plan as proposed for this region provides the following facili- 
ties. In Mobile County it is reeommended that the existing 557 beds 
in the city of Mobile be retained and that they serve as district and 
regional hospital facilities. At a later date consideration should be 
given to the replacement of those facilities which are chronologically 
or technologically obsolete, but the urgent needs in rural areas should 
be satisfied prior to this. It is reeommended that 50-bed district hos- 
pitals be provided with facilities for public health clinics at Bayou La 
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Batre and Mt. Vernon. The assignment of 100 beds to Mobile County 
instead of the 77 beds actually needed as indicated on Table 22 has 
been made for practical considerations and because the Mt. Vernon 
facility would also serve the southern section of Washington County. 
In the city of Mobile it is reeommended that the use of a separate build- 
ing for public health administration be continued at ieast for the pres- 
ent and that clinical facilities be provided at such time as any hospital 
construction program is considered. Eventually, the present space will 
not be adequate, and enlargement or replacement wili be needed. 


Although at present Washington County has no hospital, in view 
of the sparse population, a district hospital can hardly be justified at 
this time. It is recommended that an 8 to 20-bed health center with 
space for public health services be provided at Chatom. 


It is recommended that a 50-bed district hospital with facilities 
for public health services be provided at Butler in Choctaw County, 
which has no hospital, to serve all of Choctaw County and the northern 
section of Washington County. 


A 50-bed district hospital is proposed for Clarke County, located at 
Grove Hill, and space for local public health facilities should be provid- 
ed as a part of this unit. It is presumed that the 16-bed hospital at Jack- 
son will continue in operation and these 16 beds have been taken. into 
account in determining the beds needed for Clarke County. It may be 
that after further study part of the additional facilities needed can be 
provided by enlargement of this existing hospital. 


In Monroe County, which contains no facilities, a 70-bed district 
hospital is reeommended for Monroeville and this should include space 
for public health facilities. 


Fifty additional hospital beds with facilities for public health ser- 
vices are recommended for Conecuh County, probably at Evergreen. 
It is presumed that the 16-bed hospital at Repton wil! remain in opera- 
tion. The final allocation of the additional beds can only be made after 
a detailed study of the local situation. 


Fifty additional beds and facilities for public health services are 
recommended for Escambia County, which now has 46 hospital beds. 
Space for public health facilities should be provided at Brewton and 
Atmore. It is presumed that there will be hospitals at Brewton and 


eae > | vee 


Atmore, but the allocation of the additional space can only be deter- 
mined after a study of such factors as the availability and suitability of 
the present facilities for enlargement. 


A 76-bed district hospital with facilities for public health services 
located at Fairhope is recommended for Baldwin County. This county 
is without a hospital. In addition, a 16 to 20-bed health center at Bay 
Minette should be provided including space for public health services. 


2. Dothan Region. (See Tables 24 and 25 and Figure 21.) In 
Covington County the present 105 beds appear to be adequate and no 
additional beds are suggested at this time. Study of these hospitals 
might indicate the need for improvement or replacement. Space at 
Andalusia for public health services is included in the plan. 


In Geneva County the plan suggests an additional 50 beds and 
public health facilities at Hartford; an 8 to 20-bed health center in 
Samson; and space for local public health services in Geneva. The 
question of the utilization of the present 20-bed hospital in Hartford 
can be answered only after the availability and suitability of this in- 
stitution for enlargement has been considered. 


In Houston County the plan provides 230 hospital beds at Dothan 
which should provide enough beds for both district and regional hos- 
pital needs. The existing 185 beds leave a deficit of 45 beds. Space 
for local public health administration in Dothan is fairly adequate. An 
8 to 20-bed health center is needed at Cottonwood. The allocation of 
new hospital beds can be made only after a thorough study of existing 
facilities, which should give full consideration to the availability and 
suitability of present hospitals for enlargement, as well as the possibil- 
ity of a single large unit of 230 beds including public health facilities. 


In Henry County there is no hospital and the plan provides a 55- 
bed hospital at Abbeville, and includes space for local public health 
services. 


In Dale County, which also has no hospital, the plan provides a 
58-bed hospital at Ozark. A new building for providing public health 
services has recently been completed. 


In Coffee County the plan provides a 24-bed health center at Elba 
and space in the same building for local public health services. It is 
presumed that the 45-bed hospital in Enterprise will remain in opera- 
tion, but space for public health services is needed. 
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In Barbour County the plan provides a 24-bed health center at 
Clayton, including space for public health services. It is presumed 
that the 52-bed hospital in Eufaula will remain in operation for the 
present. Ata later date, a study should be made to determine whether 
this hospital is in need of improvement or replacement. 


3. Montgomery Region. (See Tables 26 and 27, and Figure 22.) 
In Wilcox County a 50-bed district hospital is needed at Camden in- 
cluding space for public health services, and a 14 to 20-bed health cen- 
ter at Pineapple. At present there are no hospital facilities in Wilcox 
County. 


In Butler County it seems that the existing hospital facilities are 
adequate at least from the viewpoint of the number of beds (86) avail- 
able. The plan provides for space for public health services at Green- 
ville. Ata later date thought can be given to the replacement of such 
of the existing facilities in Greenville as are chronologically or tech- 
nologically obsolete and this should include consideration of a single 
large hospital instead of two institutions. 


In Pike County a 12 to 20-bed health center at Brundidge is the 
first need. Ata later date, consideration should be given to improve- 
ment of existing hospital facilities, which provide 70 beds. Whether 
this should be done by remodeling, enlargement, or replacement can be 
determined only by a detailed local study which should carefully con- 
sider the advisability of a single 70-bed hospital which would include 
space for public health services. 


In Bullock County a 50-bed district hospital with public health 
facilities is reeommended for Union Springs. The county has no hos- 
pital at present. 


In Crenshaw County a 50-bed district hospital including office 
space for public health services is needed at Luverne, and a 10 to 20- 
bed health center at Brantley. This county is also lacking in hospital 
facilities at this time. 


In Russell County a 70-bed district hospital including space for 
public health services is recommended for Phenix City, and a 20-bed 
health center at Hurtsboro. 
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In Macon County in view of the 134-bed public hospital for Ne- 
groes at Tuskegee Institute and in view of the small white population 
of the county, it appears that a district hospital is not nceded. Some 
of the beds are considered as being set aside for the students at Tus- 
kegee Institute, but the total capacity is such that the needs for Ne- 
groes in the county can be handled adequately. It is reeommended 
that a 20-bed health center be provided at Tuskegee for white patients, 
and space for public health services should be included in this building. 


In Montgomery County the regional beds needed are 327, and the 
district beds are 258, making a total of 585 beds. There are at present 
280 hospital beds available. Some of these facilities ave obsolete, others 
are quite serviceable. Thus, about 300 new beds are needed. How- 
ever, in view of the fact that Selma in Dallas County nas a larger ratio 
of beds to population than other counties in the region and is serving 
a large area, and because Selma may continue as a sub-regional center, 
it appears wise to provide at the present time for only the 200-bed re- 
gional hospital recommended for each region. Whether one of the 
present hospitals should be enlarged or whether a new unit should be 
provided can be determined only after a very complete study of local 
factors which is beyond the scope of this presentation. The utilization 
of the former Memorial Hospital can be decided only after careful 
consideration of its suitability in terms of what a modern hospital should 
be and the extent to which it has been altered by the present owners. 
Local public health services should be closely integrated with the new 
facilities. A 20 to 30 bed health center should be built at Ramer. 


In Lowndes County, which has no hospital, a 50-bed district hos- 
pital, including space for public health services, is recommended for 
Hayneville. 


In Dallas County it appears that no new facilitics are needed im- 
mediately except space for public health services at Selma which the 
plan provides. At a later date, consideration can be given to the re- 
placement of such of the existing hospital facilities as are chron- 
ologically or technologically obsolete. The plan envisions Selma as 
remaining somewhat of a regional medical center, supp!ementary to 
Montgomery, particularly since its adequate supply of 197 hospital 
beds is at present based on service of a wide area. (See discussion of 
Montgomery County.) 


In Perry County a 50-bed district hospital with space for public 


pale || baum 


health services is needed at Marion, and a 16-bed health center at Un- 
iontown. At present the county has no hospital. 


In Autauga County a 16-bed health center at Billingsley and space 
for public health services at Prattville are suggested to supplement the 
existing 20 beds. 


In Elmore County about 88 hospital beds are needed. There is a 
35-bed hospital in Wetumpka and the chief need is, therefore, in the 
vicinity of Tallassee. There is already a 29-bed hospital in East Tal- 
lassee. Another study to determine whether this hospital is available 
and suitable for enlargement to serve both Tallapoosa County and east- 
ern Elmore County or whether a new unit should be constructed in Tal- 
lassee will be needed before action is taken. Space for public health 
services should be provided both in this section and in Wetumpka. 


In Lee County 50 additional beds including space for public health 
services are needed at Opelika. There are approximately 45 beds 
available to the public in Lee County. 


In Chambers County 58 additional beds are needed including space 
for public health services. Public health services should be provided 
in Lafayette. The location and utilization or replacement of the pres- 
ent facilities in Langdale require additional study before a decision can 
be reached. The county has 45 beds at this time. 


In Tallapoosa County a 12 to 20-bed health center is needed at 
Dadeville. (See also remarks under Elmore County.) The county al- 
ready has a total of 83 beds available. 


In Coosa County a 20-bed health center is needed at Goodwater, 
and a 16-bed health center with office space for local public health 
administration at Rockford. Coosa County at present has no hospital 
facilities. 


In Chilton County 50 additional beds are needed at Clanton, which 
now has 22 beds. Space should be provided for local public health 
services. The use of the existing hospital in this expansion will require 
additional study of local factors. 


4. Tuscaloosa Region. (See Tables 28 and 29, and Figure 23.) 
In Lamar County a 50-bed district hospital including space for public 
health services is needed at Vernon, since there is no hospital in the 
county. 


In Fayette County add 30 beds to the existing 20 hospital beds at 
Fayette subject to an appropriate agreement with present owners of 
the existing hospital, and provide space for public health services. 


In Marengo County 50 additional hospital beds are needed at De- 
mopolis to supplement the present 25 beds, as well as space for public 
health services, and a 16-bed health center at Linden with public health 
facilities should be provided. 


In Tuscaloosa County 200 additional beds are needed at Tusca- 
loosa because of the regional beds required. Studies to determine the 
relation of present facilities (119 beds) to the new beds must be made 
before a decision can be reached in this matter. Space for public health 
services at Tuscaloosa is also needed and a 16-bed heaith center at New 
Lexington should be provided. 


In Pickens County, which has no hospital, a 56--bed district hos- 
pital with facilities for public health services is recommended at Alice- 
ville; a 16-bed health center at Reform; and space for public health 
services at Carrollton. 


In Sumter County a 16-bed health center including space for pub- 
lic health services should be provided at Livingstcn, and a 16-bed 
health center at Gainesville. The county now has 36 beds. 


In Greene County a 50-bed district hospital including space for 
public health services is suggested for Eutaw. No beds are now avail- 
able. 


In Hale County 32 additional beds are needed in Greensboro. The 
availability and suitability of the existing 18-bed hospitai for enlarge- 
ment should be studied before any action is taken; space for public 
health services should be provided. A 16-bed health eenter at Mound- 
ville is needed. 


In Bibb County, without any hospital facilities, a 50-bed district 
hospital including facilities for public health services is needed at West 
Blocton, and an 8 to 20-bed health center with space for public health 
services at Centerville. 
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5. Birmingham Region. (See Tables 30 and 31, ana Figure 24.) 
In Jefferson County about 10 health centers of 20 beds each should be 
provided at various points within the county such as Warrior, Littleton, 
Pleasant Grove, etc., and these sites should be selected after consulta- 
tion with the local public health authorities. Construction of additional 
beds for base hospital services should be deferred for a time to permit 
the medical college program to become established and stabilized. Af- 
ter this has been accomplished, approximately 709 additional beds 
should be added. It is presumed that the existing beds in Hillman 
Hospital will be lost as a result of razing this building to make space 
for the medical college, but the 700 bed increase does not take this into 
account. If these beds are lost, additional beds probably will be needed 
in the region, but time will be needed to re-evaluate the problem. The 
additional 700 beds should probably be spread over several existing 
institutions and might include a new hospital in an area of the city now 
not within easy reach of present facilities. A thorough study of all 
factors is needed prior to reaching final decisions in this matter. At 
present Jefferson County has approximately 2,131 beds. 


In Shelby County a 60-bed district hospital with public health fa- 
cilities is recommended for Calera, space for public health services at 
Columbiana, and a 12 to 20-bed health center at Vincent. No facilities 
are now available. 


In Blount County a 60-bed district hospital with facilities for public 
health services is needed at Oneonta, since the county has no hospital. 


In Walker County an additional 55 beds and space for public 
health services are needed at Jasper, which now has 95 beds, a 12 to 
20-bed health center at Dora, and a 12 to 20-bed health center at Car- 
bon Hill. 


In Winston County a total of 50 beds should be wvailable and 
should include space for public health services at Haleyville. Space 
for public health services should be provided at Double Springs. No 
facilities are available at present. 
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6. Gadsden Region. (See Tables 32 and 33, and Figure 25.) In 
DeKalb County there is needed a 90-bed district hospital at Ft. Payne, 
and a 20-bed health center at Crossville. Present space for public 
health services is adequate but no hospital beds are available. 


In Marshall County 50 additional beds and space for public health 
services are needed at Guntersville, and a 12 to 20-bed health center 
at Arab. The county now has 49 hospital beds. 


In Etowah County 200 additional beds to meet regional require- 
ments will be needed at Gadsden and space for public health services. 
Two additional 16 to 20-bed health centers in outlying sections at a 
later date are recommended. The county has 165 beds at present. 


In Cherokee County a 50-bed district hospital including facilities 
for public health services is needed at Center. No beds are available 
in this county. 


In St. Clair County 18 additional beds are needed ai Pell City as 
well as space for public health services and a 16-bed health center at 
Ashville. The county now has 38 beds. 


In Calhoun County a 50-bed district hospital with facilities for pub- 
lic health services is needed at Jacksonville or Piedmont and later per- 
haps additional beds in Anniston as it may supplement Gadsden as a 
regional center. There are 105 beds now available in the county. 


In Cleburne County a 24-bed health center with space for public 
health services at Heflin, and a 12-bed health center at Ranburne are 
recommended. No facilities exist at present. 


In Talladega County the existing facilities (223 beds) are ade- 
quate. Space for public health services at Talladega and Sylacauga 
should be provided. 


In Clay County there should be provided a 24-bed health center 
with space for public health services at Ashland, since no beds are 
available at present. 


In Randolph County a 12 to 20-bed health center with space for 


public health services at Wedowee is needed. Roanoke has a 50-bed 
hospital. peter 
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7. Decatur Region. (See Tables 34 and 35, and Figure 26.) In 
Jackson County a 70-bed district hospital should be built at Scottsboro 
with office space for public health services, and a 20-bed health center 
at Bridgeport. Scottsboro now has a 20-bed hospital. 


In Madison County a total of 150 beds should be available at 
Huntsville with space for public health services, and a 16-bed health 
center is needed at New Hope. There are 76 beds at present. 


In Morgan County an additional 200 beds at Decatur are needed 
eventually to meet regional requirements. Decatur vow has 88 beds. 
Space for public health services should be provided at Decatur, and a 
24-bed health center at Hartselle. 


In Limestone County an additional 50 beds and facilities for public 
health services are needed at Athens. The county has 35 beds. 


In Lawrence County an additional 55 beds and facilities for public 
health services are needed at Moulton, which has a 15-bed hospital. 


In Cullman County an additional 80 beds and public health facili- 
ties are needed at Cullman. Fifty beds are now avaiiable. 


In Lauderdale County add 25 beds to the existing 75-bed hospital 
at Florence, provided this is agreeable. Space for public health ser- 
vices is needed at Florence, and a 20-bed health center at Elgin. 


In Colbert County a 24-bed health center should be provided at 
Cherokee. Sixty-three beds are available in Sheffield. 


In Franklin County a total of 50 beds is needed in Russellville in- 
cluding space for public health services. A 20-bed health center should 
be provided at Red Bay. The county has 32 beds at present. 


In Marion County a 50-bed district hospital with facilities for pub- 
lic health services is needed at Winfield, and a 24-bed nealth center 
with space for public health services at Hamilton. There is no hospital 
in this county. 


A recapitulation for the seven regions is shown in Table 36 and 
the master hospital plan for the state is presented on Figure 27. 
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Master Plan Capital Costs. In making estimates of the capital 
cost involved in a construction program based upon the proposed mas- 
ter plan for general hospitals, a unit bed cost of $5,000 for base, re- 
gional, and district hospitals has been accepted. The unit bed cost of 
health centers has been set at $3,000. Office space for local public 
health facilities has been calculated at $20,000 for counties with less 
than 45,000 population; $30,000 for counties with a population of 45,- 
000 to 75,000; and $50,000 for counties having a population over 75,000 
persons. 


It may be that the federal government will provide grants-in-aid 
to the states for the purpose of constructing hospitals and health centers 
after the war. It seems likely that these federal grants-in-aid will be 
based upon equalization principles in determining the amount to be 
allocated to each state. Such principles take into account both the need 
of the state for hospital facilities and the ability of the state to finance 
these facilities on a matching basis. It is considered probable that if 
federal funds are provided, Alabama will not be required to match 
dollar for dollar and may not be required to provide more than 25 per- 
cent of the cost of the new facilities. Senate bill S-191, introduced by 
Senator Lister Hill of Alabama, as originally drafted provides $100,- 
000,000 for the first year of a national hospital construction program. 
A likely guess is that, should such legislation pass, Alabama’s share 
will be approximately $3,000,000 and will require $1,000,000 of state 
and local matching funds. That Alabama should be ready with a mas- 
ter plan and also should have determined upon a construction sequence 
for such a hospital construction program in anticipation of such a de- 
velopment admits of no debate. 


Rough indicators of a construction sequence have been developed 
in Table 37. If the beds in the base hospital which are computed upon 
the ratio of 0.5 beds per 1,000 population for the entire state are ex- 
cluded, the ratio of 3.0 beds per 1,000 population is the standard of ad- 
equacy against which needs are determined. It will be noted that for 
each region except the Birmingham region the present ratio of beds per 
1,000 population is much lower than the standard. Therefore, the Bir- 
mingham region will be treated separately because the present ratio 
in this region is already above 3.0 beds per 1,000 persons. For the 
other regions, the difference between the existing raiio and the stan- 
dard of 3.0 against which we are working provides 2 rough indicator 
of need which has been termed in the table as a “‘need index.” The 
relationship of each regional need index to the arithmetic total of the 
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need indices for the six regions provides a rough indicator which may 
be used to allocate the funds during the first construction year. This 
latter indicator called the ‘‘allocation factor” is a comparative measure 
of the need in each region. The amounts to be allocated among the 
six regions are determined by applying this measure to the estimated 
$4,000,000 annual program. In the event that the annual program 
should be smaller or greater than shown here, appropriate adjustments 
should be made to complete the master hospital plan in a shorter or 
longer time than the six years indicated in Table 37. It will be appar- 
ent from an examination of this table that the four new regional hos- 
pitals recommended in the master plan are scheduled for construction 
in the third year of the program and the facilities in the Jefferson 
County region are deferred for the first three years. The tentative 
program as outlined in this table is based upon the central principle 
that the greatest needs should be met first. A few refinements should 
be introduced in an actual construction program. For example, one 
refinement needed would be to develop need and allocation factors at 
the end of each year and thus obtain new need indices and allocation 
factors to apply to the next year’s program. 


Legislation. In order that Alabama may be ready to activate and 
implement a hospital construction program by taking advantage of 
federal grants-in-aid which may be provided under proposed federal 
legislation certain state legislation is necessary. Section 93 of the Ala- 
bama Constitution provides that “The State shall not engage in works 
of internal improvement, nor lend money or its credit in aid of such; 
nor shall the State be interested in any private or corporate enterprise, 
or lend money or its credit to any individual, association or corpora- 
tion.’”’ This section will have to be amended before the state can en- 
gage in hospital construction. Furthermore, Section 94 provides that 
“The Legislature shall not have power to authorize any county, city, 
town, or other subdivision of this State to lend its credit, or to grant 
public money or thing of value in aid of, or to, any individual, associa- 
tion, or corporation whatsoever or to become a stockholder in any such 
corporation, association or company, by issuing bonds or otherwise.” 
Since it appears very probable that counties or regions will wish to 
form non-profit corporations supported by the local governmental units, 
it will be necessary for a constitutional amendment to be passed to per- 
mit such activity. 


The Alabama Legislature, in its 1945 session, passed bills providing 
that constitutional amendments be submitted to the peopie relative to 
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Sections 938 and 94. Alabama voters will have this opportunity of 
making it possible for the state and local governments to provide better 
health and hospital facilities in the general election in November, 1946. 

In addition to the above constitutional amendments permissive 
legislation was necessary in order to inaugurate a broad hospital pro- 
gram. Consequently, the 1945 Legislature passed an act authorizing 
the State Board of Health to construct and operate hospitals, to devise 
a master plan of hospitals and health centers, to receive federal and 
any other monies appropriated for health and hospital work, and to 
license certain types of hospitals. The act also provides that two or 
more local governing bodies may establish hospital associations which 
may enter into contractual relationships with the State Board of Health 
if so desired. Local governing bodies are empowered to appropriate 
money for construction and operation. Finally, the act provides the 
machinery with broad latitude, for providing adequate hospital facili- 
ties in all areas of the state. Appendix 8 presents this legislation in its 
entirety. 


Tuberculosis Hospitals 


The number of hospital beds needed in a community is related to 
the number of persons who are ill. But, in the case oz tuberculosis, the 
number of known cases is not a reliable index of the extent of the dis- 
ease as long as persons submit to examinations only voluntarily. It is 
probable that the amount of active tuberculosis in Alabama is consid- 
erably greater than is indicated by records of known cases. <A second 
factor affecting the desired number of beds is the -villingness of our 
people to enter hospitals and their financial ability to do so. Although 
hospitalization for the tuberculous person is often furnished by local 
and state government, if the patient is the usual family breadwinner, 
the loss of his earnings may be a serious matter for the family. 


The United States Public Health Service has set a standard of two 
hospital beds per annual tuberculosis death. Dr. Robert E. Plunkett, 
General Superintendent of Tuberculosis Hospitals, State uf New York, 
states that, ““...in New York State, exclusive of New York City, and 
exclusive of mental, private, and federal hospitals, there is a prevailing 
ratio of about 2.5 beds per death.’* Dr. Alton S. Pepe, Deputy Com- 
msisioner of Public Health, Massachusetts Department of Public Health, 


‘Letter of March 1, 1944, to Dr. Frank E. Chapman, Acting Director, Division of 
Tuberculosis Control, Alabama Department of Public Health. 
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states that since the opening of the first state tuberculosis sanatorium 
in 1898 the demand for hospitalization has increased from 35 percent 
in 1925 to 66 percent in 1936. He further states that, “A ratio of one 
bed per annual death from tuberculosis in the state was reached about 
1920 with 3,600 beds. The ratio of two beds per annual death was 
reached approximately in 1932, and of two and one-hal’ beds about 
1938. There are now approximately two and three-quarters tubercu- 
losis beds in Massachusetts for each annual death.’” 


The standard of two beds per annual death is a goal which can- 
not be achieved immediately, but over a period of years any goal less 
than this would be insufficient in view of the program of case-finding 
and education being carried on by private physicians and the Health 
Department. 


In order to be realistic and conservative, an immediate standard 
of one and one-half beds per annual death is recommended. This sug- 
gestion is based upon several factors. First, if the state immediately 
reached a goal of two beds per death, it is probable that there would 
be many unoccupied beds in the hospitals because the population is not 
yet educated to the point of full utilization of tuberculosis hospital fa- 
cilities. Thus, construction and operating costs would be higher than 
necessary. Second, there is a possibility that tuberculosis mortality 
rates will continue to decrease, although specialists have indicated that 
it is more probable that in the future the rates will level off and no fur- 
ther decline will occur. Should there be a considerable decline, less 
facilities would be needed. A ratio of one and one-half beds per an- 
nual death will provide a fairly adequate program for the next decade, 
and by then it will be possible to determine further needs. 


Hereafter, in this report, estimates of number of beds needed and 
probable costs will be based on the standard of one and one-half beds 
per annual death. However, the ratio of two beds per death as a fu- 
ture goal is retained and all tuberculosis hospitals should be constructed 
so as to permit easy enlargement of facilities. In letting the contract 
for the architectural plans this feature should be indicated, and no 
plans should be approved unless they provide for fuitvre enlargement. 


It has been indicated that the geographical distribution of tuber- 
culosis hospitals in Alabama is unsatisfactory and that large areas of 


1Letter of February 29, 1944, to Dr. Frank E. Chapman. 
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the state are not served by any nearby hospital. Consequently, a plan 
of state tuberculosis hospitals would envisage construction of some 
new buildings and elimination of some present hospitals. Figure 28 
presents a suggested regional plan which contains seven areas, each 
with one or more tuberculosis hospitals. In this plan the hospitals in 
Jefferson County, Chambers County, and Morgan County would be re- 
tained, but would have to be enlarged. New hospitals would be con- 
structed in the other regions. 


In formulating the boundaries of the seven regions, certain factors 
were considered, as follows: 


1. Location of existing facilities. In the cases of Morgan and 
Jefferson Counties the regions were mapped with the view of 
retaining and enlarging present facilities which are relatively 
modern and capable of being enlarged. The hospital in Cham- 
bers County will be retained but not enlarged. Other existing 
facilities are either too small to retain as economic units or are 
of such a nature that needed additions would mean construc- 
tion of completely new facilities. In the latter cases existing 
equipment could be salvaged. 


2. Optimum economic size. It was believed that, for most eco- 
nomical operation, no hospital should be smaller than 150 beds. 
Suggestions from various state directors of tuberculosis divis- 
ions and hospitals range from 150 to 1,000 beds, but most of 
these physicians agreed that from 200 to 400 beds was an ideal 
size, and that no economy could be obtained by hospitals larger 
than 400 beds, whereas a loss in the personal relationship of 
physician and patient would occur. 


3. Distance. Believing that distance from friends and relatives 
is a significant factor in a patient’s mental well-being, regions 
were formulated so that the distance across would be no great- 
er than approximately 150 miles. Thus, if the hospital were 
located in the center of the region, no patient would come from 
a distance greater than 75 miles from his home. 


4, Transportation facilities. Existing highways, railroads, and 
physical barriers were considered with the purpose of facilitat- 
ing ease of tranportation. 
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It will be noted that no suggestions have been made as to actual lo- 
cation of hospitals other than those in Morgan, Jefferson, and Cham- 
bers Counties. This procedure was followed so that each region might 
assume responsibility for determining the best location for its hospital. 
However, it is suggested that each region should consider facilities for 
water supply, power, telephone facilities, and location of highways, bus 
and railroad routes, and living facilities, and transportation for the 
staff. 


In order to determine the number of beds needed per county, the 
following method was used: the numbers of deaths from all forms of 
tuberculosis in 1940, 1941, and 1942, were averaged in each county. 
The three year average was used in order partially to eliminate anv 
undue occurrences which might influence a single year. Using the 
three year average as a base, the number of beds needed was computed 
at the rate of one and one-half for each death. 


In the regional plan the areas have been numbered as shown on 
the map, Figure 28. The number of beds needed in each region may 
be determined merely by adding the number needed in each county 
within the region. Table 38 presents these data with the number of 
beds which will be retained and the number to be added. The plan 
contemplates a total of 2,169 beds in the state as the immediate goal, 
of which 318 are in existence in institutions which may be retained and 
enlarged. Thus, the new construction program should be aimed at pro- 
viding 1,851 new beds as soon as is possible. 


Table 38. Tuberculosis Hospital Beds Needed, Beds to be Retained, and Number to be 
Added in Alabama Regions. 


Region City Beds Needed Beds Retained To be Added 


OM Tyg By Dh 5 arse oe ra Seino lO eee 2,169 318 1,851 
I Bint == SLL A a tee SRE 365 83 282 
6 Anta ere la ene Mar eM chee oy tad kN >] ay aa Ten eters 251 
III Birmingham: 265s a 545 150 395 
i a apenas ac th IT ucts Utd Ce ase SS 269 ae 269 
V Lafayette & Montgomery 368 85 283 
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In Region Number Five which now contains the hospital at La- 
fayette and one at Montgomery, it is suggested that Batson Memorial, 
in Lafayette, be retained at its present size, and that the large hospital 
be built in Montgomery to provide for the remaining necessary beds 
and for all operating facilities which are not provided at Batson Memo- 
rial. Thus, although Batson Memorial would retain its autonomy, it 
would become an auxiliary hospital for this region. 


In considering financial aspects of hospital construction, it should 
be remembered that costs have increased considerably since war began. 
Although it is not certain that these costs will decrease after the war 
to pre-war levels, it seems advisable here to base esti:znates on pre-war 
levels. 


At present there are only two tuberculosis hospitals, Batson Me- 
morial Sanatorium in Lafayette and Morgan County Tuberculosis San- 
atorium in Flint, which were originally constructed for the sole purpose 
of offering tuberculosis care. The other hospitals have been remodeled 
from old homes, almshouses, and other types of institutions, and con- 
sequently, they can not serve as examples of construction costs. A brief 
case study of Batson Memorial Sanatorium should prove enlightening. 


Batson Memorial Sanatorium, dedicated in 1939, is jeintly owned 
by Chambers and Randolph Counties. At an original cost of $75,000 
for construction and equipment, it was built as a Public Works Admin- 
istration project with 45 percent of the cost borne by the federal gov- 
ernment, 55 percent shared by the two counties. Although originally 
built to care for 47 patients, its average load has been approximately 
75 patients. On the basis of the 47-bed size, originally tended, the 
per bed cost amounted to approximately $1,596. However, this unit 
cost did not provide for nurses’ quarters or for accommodations for the 
medical director and other staff members. It is a usual procedure to 
provide both of these. 


Operating costs are borne by the state and the two counties as fol- 
lows: the state furnishes a medical director and a superintendent, and 
up to one-half of the per patient-day cost, not to exceed $1.00 per day. 
The remainder of the patient-day cost is borne by the patient, if he is 
able, or the county, city, or community fund in the community from 
which he comes. At present the average operating cost is approxi- 
mately $2.00 per day per patient. 


a 


The National Health Conference, convened in 1938, recommended 
at that time a hospital construction program and suggested that cost of 
construction and equipment of tuberculosis hospitals should be approx- 
imately $3,000 per bed.” However, because of lower labor costs and 
lowered cost of providing adequate heating facilities in the South, the 
committee submitting this report believes that a realistic estimate would 
be $1,750 for construction and $250 for equipment per bed. Obviously, 
the larger the hospital the lower the per bed cost of equipment, to a 
certain point. Using these figures, an estimate of the approximate 
cost of the suggested building program has been devised in Table 39. 


Table 29. Estimated Construction and Equipment Costs in Alabama Tuberculosis 
Hospital Regions. 


Region Location New Beds Construction Equipment Total 
STAM arta of od ea Se heen 1,851 $3,239,250 $ 462,750 $3,702,000 
a 5 SLU a lien at i sie en ee AL 282 493,500 70,500 564,000 
"1 3g GR lee ta rt soe ns SG ts Oy ee 251 439,250 62,750 502,000 
III Birmingham. 2 2 s3- es. 395 691,250 98,750 790,000 
0 Bar ay pee ees 269 470,750 67,250 538,000 
V Lafayette & Montgomery 283 495,250 70,750 566,000 
hl Wiiee Reape SPAN 52, 2c “ni elaine Die N 201 351,750 50,250 402,090 
SVE tea ge A gs aa 170 297,500 42,500 340,000 


These figures should be interpreted as probable maximum esti- 
mates for the State on the basis of this preliminary study. More de- 
tailed estimates of costs should be provided later after further study 
and consultation with competent architects. The present estimate in- 
dicates a total building program somewhat in excess of three million 
dollars. This may be reduced slightly but not materially by the use of 
equipment already in existence in our present hospitals. 


It is possible to suggest only broad estimates of probable operating 
costs of the Division of Tuberculosis Control of the state under a 2,169- 
bed program. For the fiscal year of 1944 the legislature appropriated 
$185,000 to the Division, of which $111,000 was allocated for the 


1Interdepartmental Committee to Coordinate Health and Welfare Activities “The 
Nation’s Health,” p. 37, Washington, D. C., Government Printing Office, 1939. 
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subsidy paid to the tuberculosis hospitals on a per-patient-day basis. 


Using the first eight months of the 1943-1944 fiscal year as a basis, 
the annual subsidy would be approximately $142,000, which amounts 
to $266 per bed. At this rate, the new program of 2,169 beds would 
entail an annual subsidy of approximately $577,000, or an increase of 
$435,000 over the present cost. The maximum possibile cost of the sub- 
sidy would be $1.00 per bed per day, or $791,685 per year for 2,169 
beds. Obviously, the subsidy could never reach this maximum because 
no hospital can remain completely filled every day in the year. Thus, 
a reasonable estimate of the annual subsidy under the new program 
would range probably from $577,000 to $791,000. 


The state appropriation for general administration of the tuber- 
culosis program, which includes case-finding, fees to physicians and 
medical directors, costs of x-rays and films, and other expenses, amounts 
to $74,000 for this fiscal year. It is reasonable to expect that this will 
also be increased under the suggested program of new hospitals. How- 
ever, it would not increase in proportion to the increase in beds. The 
cost of x-raying and films doubtless would be higher, as would various 
fees, but clerical work and general administrative costs should advance 
very little. i 


This study makes no pretense at consideration of methods of fi- 
nancing the program. Possibly a joint state and county arrangement 
may be considered, although in view of present conditions it appears 
that the state is better able to bear this cost than the counties. Oper- 
ating costs should be shared by counties and the state, a method in use 
at present. 


A bill (S-1851), recently introduced by Senator Elmer Thomas of 
Utah and passed by Congress, authorized the estabiishment of a Di- 
vision of Tuberculosis Control in the United States Public Health Ser- 
vice. This division will be allotted $10,000,000 annually to apportion 
among the states on the basis of population, size of the tuberculosis 
problem, and the financial needs of the states. This will mean an an- 
nual appropriation of several hundred thousand dollars to Alabama 
for its tuberculosis program. Although such an amount will not go far 
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toward building the needed hospitals even if the money may be used 
for construction, it will aid materially in the operation of such hos- 
pitals. 


Mental Hospitals 


It is probable that the post-war period will see an increase in the 
amount of mental illness among the civil population, the increase being 
large or small in accordance with the prevailing economic conditions 
of that period. There will also be a large number of cases resulting 
from military service. The state should be in a position to care for 
the civilian cases; cases resulting from military service should be cared 
for in veterans’ hospitals. Table 40 presents the needs oi the various 
state institutions as reeommended by Dr. W. D. Partlow. 


Table 40. Needs of the Alabama, State Hospitals. 


Type of Need Bryce Searcy Partlow 
PONCE: Ag fe Li 16 °c ed eed etc Ee ea $1,050,000 $ 850,000 $ 500,000 
Renovation and repair 2 ee 1 CTS 0) | tl he tee Achat re Nami ce wT A 
Replacement of buildings 300,000 S000 ee 
Mental hygiene clinic for 
Preventive Services: 0. <a ELS] CN UL Ope a epee eal tect act egg Met tis oa 
MCUTORG Gs saad oe ee Sie 300,000 300,000 500,000* 


Kitchensanusdining :voOnis! 25. S28 yates eee ee On ; 200,000!) Fhe 1 Boke ee 


*Includes home for attendants. 


The chief problem of all these institutions is their low per 
capita maintenance support, which is set by law at a minimum of $3.00 
and a maximum of $4.50 per week. At present the hospitals are draw- 
ing the maximum, and this is the only appropriation received. It must 
care for costs of personnel, materials for clothing, bedding, equipment, 
lights, water, fuels, and all other costs. This low maintenance allow- 
ance is a major factor contributing to the present shortage of personnel. 


Nursing Homes 


From the information presented by the county departments of 
public welfare, reports from individuals, and from governmental agen- 
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cies having responsibility for the chronically ill adults, there seems to 
be a great need for several strategically located public nursing homes 
or institutions which could care for the bedridden who are too old and 
senile for care in private homes, but are not subjects for care in State 
Hospitals for the insane or in tuberculosis sanatoria. The problem of 
care for these chronically ill persons is both medical and social, and 
any plan developed should have the joint participation of welfare and 
medical authorities. 


The determination of the number of beds needed may be obtained 
by an actual count of persons in need of such care. Table 41 presents 
the number of such persons in the regions as of September, 1944. Be- 
cause of the abnormally prosperous conditions of that year, these fig- 
ures may be conservative. 


Table 41. Chronically Ill Persons Known to be in Need of Public Care, By Regions, 
September, 1944. 


Chronically Ill 


Region and Beds Needed Estimated Cost 
RA NEA 22ers de eee es oe 3,241 $6,482,000 
ih 03].299 (ioe € ke ieeee Ihe Seana cos eee ee SO eer Recenter 513 1,026,000 
ae a tsb se es Oe Do ee A ee 209 418,000 
PVBCIPRLOEE Vim oe eet eS Se 570 1,140,000 
wT ESTCLE OTS Fr CRN ITS a ee Bh NP oa SEAR Stan a aes SA 349 698,000 
APSR TUMENIE ELLER * ince Se ce Nes a 502 1,004,000 
SIG E65 (2 ins Cea ie A a SOS CaF EE see Os Pe RE Set 397 794,000 
[DOC 0 7 ie Seta OR ie ae ee aa ae ee erat Sa ae 701 1,402,000 


At an estimated per-bed cost of $2,000, the goai of 3,241 nursing 
home beds would cost six or seven million dollars, as indicated in the 
above table. It is recommended that these nursing homes be construct- 
ed and maintained by the state because of the nature of the nursing 
home problem. For convenience of the patients, and in order to pro- 
mote efficiency of operation, it is suggested that one such hospital be 
located in each region at the site of the regional general hospital. 


For the immediate post-war period, and to meet the resent emer- 
gency, it is suggested that the first nursing homes io be constructed 
should be in Birmingham, Montgomery, and Decatur, in that order. 
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Chapter VI 
INCOME AND MEDICAL CARE 


Although the medical profession has always demonstrated a will- 
ingness to serve the indigent with no thought of financial reward, it is 
nevertheless influenced considerably by opportunities for remunera- 
tion. In selecting a location for practicing his profession, the average 
physician is concerned primarily with the opportunity of earning a liv- 
ing and only secondarily with the demands for medical care. Further- 
more, as medicine has developed new diagnostic and therapeutic meas- 
ures, the cost of medical practice has increased and the average phy- 
sician has a heavy financial overhead which must be paid before he 
earns anything for himself. 


Similarly, modern advances have increased the cost of hospitali- 
zation. The original cost of the modern hospital is no small item but 
the cost of operation over a few years will soon equa! the original cost. 
Thus to operate successfully it must have a secure source of income. 
Regardless of its determination to be of service to a community, it 
must compensate its staff regularly and pay for supplies and utilities 
just as any private individual does. 


Thus, despite the most altruistic motives of the profession and the 
institutions providing medical care, adequate medical care in any area 
is dependent upon the income which it must secure from that area and 
the available income of the area will determine the amount which will 
be available for medical services. 


In considering relationships between income and medical care, it 
is necessary to consider the total income of the area from which income 
for medical care must be derived and the income of the individual and 
its relation to problems of medical care. 


The per capita income for Alabama in 1940 was $266 compared to 
the national per capita income of $579.* Because of the increased em- 
ployment this figure had risen by 1942 to $480, but the national aver- 
age soared to $852 so that, in relation to the entire nation, Alabama. 


1U. S. Department of Commerce, Survey of Current Business, June, 1943. 
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even in 1942, had a per capita income of only a little more than half 
that existing on a national level. If national income decreases in the 
postwar period, it is reasonable to expect a corresponding decrease in 
Alabama. 


Alabama’s farm families are poor as compared to the farm fami- 
lies of the nation. In 1939 the per capita gross farm income in Alabama 
was the nation’s lowest. During 1939 it was $128 compared to the na- 
tional per capital farm income of $325. Although Alabama’s per capita 
gross farm income rose because of the heavy demands of war to an esti- 
mated $261 in 1943, an increase of $133, the national level had in the 
same period increased to $713. In 1939, 80 percent of all farm families 
in half the counties in Alabama had a gross income of less than $600. 
As a further indication of the disparity between rural aud urban in- 
come, Table 42 demonstrates the variation in wages and salary income 
received in 1939 by all experienced persons in the labor force in 1940. 
Figure 29 is based on this material and provides graphic evidence that 
most farm workers employed for wages or salaries received less than 
$100 a year, whereas in urban locations the number of workers receiv- 
ing less than $100 per year were fewer than those receiving $1,000 or 
more. 


Table 42. Wage or Salary Income Received in 1939 by all Experienced Persons in Alabama 
in the Labor Force in 1940.* , 


Wages or Salary Percent Distribution of Experienced Labor Force 
Income in in Various Income Groups (Wage or Salary) in 1940 
1939 “Urban Rural Non-Farm Farm 
ei eee hee Se ee Ae 18.6 20.4 59.9 
TUS IG BS Ec ane ese ee see ncaa So eee 9.5 10.9 9.4 
C10) Ss CS Sa ed es snc ee eee 14.7 17.3 8.1 
ADO ees Cpe pe ey Cee 11.2 13.3 3.5 
OD Ge eile Re lie SS Niro diee eats Aen: 11.5 12.7 2.2 
OUTS 12 22D RSE Ag aa ce a eerie oat ieee 6.9 6.9 1.0 
POM eEIel OVER... os es ee 23.9 14.2 a AB 
(Re Ombre Gets =a ses 3.7 4.3 14.2 


*U. S. Census, Sixteenth Census of the United States, 1940, “Alabama Population,” 
Third Series, Table 15. 
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PERCENT OF POPULATION GROUP 


There is no recent source which includes data on per capita in- 
come on the county level. However, Sales Management magazine has 
computed what is termed ‘“‘effective buying income” for each county.’ 
This includes income from all sources such as wages, salaries, dividends, 
interest, and miscellaneous items, but does not include products con- 
sumed by the producer. As an index of a person’s ability to purchase 
goods and services, this appears to be reliable, and it permits compari- 
son of counties and states. 


Appendix 7 contains information relative to effective buying in- 
come and the number of physicians available in the various counties in 
Alabama in 1940. It may be noted that in only nine counties’ is the 
effective per capita buying income above the average for the state. 
These nine counties with only 39 percent of the population of the state 
state had 64 percent of the effective buying income. The average per 
capita buying income of these nine counties was $399 as compared to 
$141 for the other fifty-eight counties. These same nine counties had 
968 physicians; the remaining fifty-eight had 910. There were 1,132 
patients per physician in the nine counties; 1,909 patients per physician 
in the fifty-eight. Of the general hospital beds listed in the registry of 
the American Medical Association, 2,785 were located in the nine 
wealthy counties, only 1,412 in the other fifty-eight. (See Figure 30.) 
The relationship between the income and the availability of medical 
care is evident. Note that, despite the comparative wealth of the nine 
counties, none approaches the national level. One of the reasons for 
the more favorable conditions of medical care on a national level should 
be evident from this. 


It may be concluded that the unfavorable status of medical care 
in Alabama is to a considerable extent a reflection of the low per capita 
income level of the state. This is fundamentally responsible for the 
insufficient number of doctors, dentists, nurses, and public health work- 
ers, and the lack of medical facilities such as hospitals, clinics, and ad- 
equate health department quarters. 


Ignorance, malnutrition, poor housing, and inadequate sanitary 
facilities are almost inseparable from poverty and bring with them ill- 


iSales Management, Volume 48, No. 48, April 10, 1941. Used by permission of Mr. 
Philip Salisbury, Executive Editor, Sales Management, Inc. 
-*Calhoun, Dallas, Etowah, Jefferson, Lauderdale, Madison, Mobile, Montgomery, and 
Tuscaloosa. 
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FIGURE 30. NINE ALABAMA COUNTIES WITH HIGHEST EFFECTIVE BUYING 
INCOMES COMPARED WITH REMAINING FIFTY-EIGHT COUNTIES 
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ness or ready susceptibility to illness. Provision of medical care after 
illness occurs is not the solution to the problem. However, if the phy- 
sicians of Alabama were given the same facilities and opportunities as 
physicians in the wealthier states, there is every reason to believe that 
the medical care thus made available would vastly improve the health 
of Alabama’s citizens. 


Although it is evident that there is a definite relationship between 
the per capita income and the quality and quantity of medical care 
available, the per capita income is an average figure. Similarly it is 
possible to estimate an average cost for medical care. In actuality, 
however, the costs of medical care are not spread evenly over the en- 
tire population, and risks of incurring heavy medical expenses are un- 
predictable. This uneven incidence of the risk is a particularly serious 
problem in a population with a low per capita income because the mar- 
gin between total earnings and expenditures for basic needs is very 
small. 


There is apparently a direct relationship between the cost of living 
and expenditures for medical care. This is demonstrated by Figure 31 
which reveals that, regardless of the living expense, the share spent 
for medical care in the income groups studied remains about the same. 


Not only is there an increased expenditure for medical care as in- 
come increases but there is an increase in the proportion of families in- 
curring the expense. This is graphically shown by Figure 32 illustrat- 
ing the percentage of families with expenditures for medical care in 
two income groups. This does not indicate a greater amount of illness 
among the high income families, but instead, the difference in the 
amount of care which the families can afford to purchase. This is in- 
dicated by the fact that the higher income groups utilize physicians 
little more than do low income groups but make far more use of den- 
tists and hospitals. Care by a physician, the first step in medical care, 
is about all that the low income family can afford, and modern medi- 
cine with all of its facilities and services is utilized for the most part 
only in an emergency. This tendency is evidenced by Figure 33 which 
demonstrates that, though the amounts spent for medical care increase 
with income, the proportion spent for certain items decreases. Thus, a 
decreasing proportion is spent for physician’s services, medicines and 
drugs and refractions and eyeglasses but an increasing amount is spent 
for hospital care and private duty nurses. 
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FIGURE 32. PERCENTAGE DISTRIBUTION OF MEDICAL EXPENSES BY TWO INCOME GROUPS. 


(SOURCE: PENNOCK, J.L., AND ANGLE, G.M. WHAT FAMILIES SPEND FOR MEDICAL CARE, 
WASHINGTON, D.C., U.S. DEPARTMENT OF AGRICULTURE, TOM.) ences 
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Medical expenditures can be classified as either normal or abnor- 
mal. Normal expenditures are those incurred in preventive care and 
the treatment of minor illnesses or injuries. The vast majority of the 
families in any one income group will have only this type of expendi- 
ture, and the amount spent by them for medical care will be below the 
average for the group. A small minority of families will have abnormal 
illnesses of the catastrophic type and these families will incur expenses 
far above the average for the income group. It is the family in which 
the illness occurs that must pay the bill. Figure 34 demonstrates the 
increased cost of care when hospitalization is required. Note that fam- 
ilies having expense for hospital care spent three times more for med- 
ical care than did those with no expense for hospital care. 


It is evident that the inadequacies of medical care in Alabama bear 
a close relationship to the low per capita income of the state. It also 
may be concluded that the uneven distribution of medical costs, in itself 
a serious problem, is greatly accentuated by the inadequate income of 
large portions of the population. That these factors have resulted in an 
insufficient supply of professional personnel and a dearth of medical 
care facilities is deplorable but not inexplicable. 


Alabama has a vicious circle—health services are inadequate be- 
cause the income level is low, and the income level is adversely affected 
by the health condition of the people. This circle must be broken at 
some point. The master hospital plan, described in Chapter V, if at- 
tained or even if partially attained, will be effective in making a be- 
ginning in breaking this circle. A further need is to raise the produc- 
tivity of agriculture and industry in order to raise income levels. This 
increased income would pierce the circle at a second and vulnerable 
point. 
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FIGURE 44. MEDICAL EXPENSES FOR FAMILIES WITH AND WITHOUT HOSPITAL CARE. 


(SOURCE: "WHAT FAMILIES SPEND FOR MEDICAL CARE," U.S. DEPARTMENT OF 
AGRICULTURE. ) 
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Chapter VII 


COSTS OF MEDICAL CARE 


Medical care, inadequate as it is in Alabama, is still a large item 
of family expenditure. To provide minimum acGequate medical ser- 
vices, including dentistry, proper medicines, hospital care, and other 
necessary items would cost the people of Alabama somewhat more 
than is now being spent for these services. The cost is high but it is 
cheaper than poor health. 


Illness and hospital care often come to the family as catastrophic 
occurrences which cannot be paid for out of current income or savings, 
and often which can never be paid for by the individual. In such cases, 
the doctor, the hospital, and possibly the nurse and druggist, lose, or 
wait long periods for payment. However, such bills are paid by some- 
one whether it be the doctor or hospital, or a charity organization, or 
the community. Every medical service costs money regardless how, or 
by whom, paid. Few families carry hospital insurance, and even fewer 
carry insurance which will pay a doctor’s bill. Lack of medical ser- 
vice costs the community a very high price in lowered productivity and 
exacts a very harsh payment in terms of human distress. 


It is not possible to make accurate estimates of the costs of proper 
and adequate, though minimum, medical care, but crude estimates can 
be made which will point up the problem. Table 43 presents such esti- 
mates based upon a population of 3,000,000. The minimum cost of 
hospital room and board in wards has been estimated at $4.00 per day. 
This figure may appear to be too low, but it must be remembered that 
this is an estimate for publicly operated, non-profit institutions which 
need not include a capital recovery or profit factor in figuring costs. 
It has been assumed that the number of hospital beds will reach the 
master plan recommendation of 10,320, the number of doctors and den- 
tists will reach standards of one per thousand and one per fifteen hun- 
dred population respectively, and that professional gross incomes will 
be $8,000 for doctors and $6,000 for dentists. Based on these assump- 
tions, the total costs of minimum medical care would amount to $62,- 
000,000. This cost does not include provision for eyeglasses, appliances, 
private nursing, and other specialized services. 
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Table 43. Estimated Costs of Minimum Medical Care in Alabama. 


Item Annual Cost 

LOTAT: COSTS 22x: ps Sie ome eae ae Paes ek Pe ee DS ee $62,000,000 
Hospital room and board (10,320 beds, 70% occupancy, $4.00 per day) 10,500,000 
Other hospital expenses (anesthesia, dressings, laboratory expenses, 

INGECHIENTER AO GCS) aes a a a) SP ee ato eras Agee hee 5,000,000 
Prescribed medicines __............... cist Sate ABR RR Lge BLE Sele) SN 3 SORT Ne Ee ett SE, 10,000,000 
Physicians (3,000 practitioners, $8,000 gross income)......._»_»_ 24,000,000 
Dentists (2,000 practitioners, $6,000 gross income) _.. So ge be : 12,600,000 


This estimate of $62,000,000 would amount to approximately $21 
per capita, or $86 per family each year. There is no doubt that many 
families would welcome the opportunity of receiving these essential 
elements of medical care for only $86 per year. However, there are 
many families which would be unable to afford even this amount. In 
1939 the entire income of 62.4 percent of Alabama’s families was less 
than $500 per year, and 86.5 percent of our families had incomes of 
less than $1,500 per year.’ To these families even $86 per year would 
be a burden. 


In 1941 the total income of persons in Alabama was approximately 
$1,037,000,000. Using this as a possible postwar estimate of total in- 
come, minimum care would consume less than six percent of our in- 
come, which is a small part to pay for good health. Should any plan 
be worked out whereby provisions would be made for medical care for 
all persons at these estimated costs, it is apparent that the government 
would still have to make provision for the medically indigent or the per- 
sons able to pay would have to pay an unusually heavy share. 


Methods of Paying for Medical Care. Minimum medical care has 
been estimated at $62,000,000 per year in Alabama. There are at least 
four possible categories of payment methods, and in each category 
there are numerous variations. These four broad methods are sug- 
gested here without recommendation for the purpose of stimulating 
further thought and discussion. 


*U. S. Bureau of the Census, Sixteenth Census of the United States, 1940, “Population 
and Housing, Families, General Characteristics,’ Table 34, p. 157. 
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Pay as at present. The present method is one whereby neither 
the doctor nor the hospital is guaranteed payment by the pa- 
tient. Because some patients fail, or are unable, to pay their 
medical bills, others must pay a greater amount. Many per- 
sons do not receive adequate care because they cannot afford 
such care and will not accept it as charity. It should be re- 
membered that a self-supporting person may easily be a medi- 
cally indigent person. Furthermore, a small percentage of 
families pays for approximately half of all medical costs be- 
cause the occurrence of sickness is unpredictable. 


Voluntary insurance. This is merely an extension of the pres- 
ent system, and until now it has not proven adequate. The 
Hospital Service Corporation of Alabama served 135,644 per- 
sons in 1944, or approximately 5 percent of the pepulation, at 
the end of its ninth year of existence. Although a non-profit 
organization, it must set its premiums according to actuarial 
principles. For the 78.5 percent of Alabama’s families who 
earned less than $1,000 in 1939, these premiums are in all 
probability too high for them to pay. Such insurance might 
be extended to provide greater coverage, but some plan would 
have to be worked out for the low income group. 


Compulsory insurance. This plan has at least two undesirable 
qualities: the factor of compulsion which should be eliminated 
if any other plan will work, and the difficulty of administra- 
tion in view of the large number of farmers, Jomestic workers, 
migrant laborers, and others not regularly emploved. 


Taxation. Education, at first looked upon as a purely private 
function, has long been accepted as a public service. It is con- 
ceivable that health and the provision of medical services might 
be looked upon as a public obligation to be supported, at least 
in part, by public funds. Such a plan would not necessarily 
eliminate the private practioner nor the private hospital but it 
would underwrite a part of his and the hospiial’s services. 


Alabama’s most important resource is its people, and the problem 
of medical care is of vital importance in the conservation of this re- 


However, this resource is not only important to the state, but 


is also of national importance. The rate of rejections of men by the 
Selective Service in the present emergency sharply »voints to the fact 
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that health is of vast national concern. The underwriting of adequate 
medical care is therefore a matter for federal, state, and local coopera- 
tion, and by both the public and private sectors of our economic society. 
The intent of this report is not to promote any plan but merely to sug- 
gest that consideration be given to some method which will tend to 
equalize the costs of minimum services and make possible the obtaining 
of adequate care by all persons regardless of their ability to pay. Only 
by achieving such a goal will the health of Alabame’s population be 
materially improved. 
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Chapter VIII 


SUMMARY AND RELATED PROBLENiS 


This report has attempted to set forth conditions as they exist in 
Alabama. The more salient of these conditions may be summarized as 


follows: 


2 


The death rate in 1940 was 10.4 in Alabama as compared with 
10.8 in the nation. 


The infant mortality rate in 1941 was 58.7 per thousand live 
births in Alabama as compared with 45.3 in tre nation. 


A large majority (70 percent in 1942) of all births in Alabama 
occur outside of a hospital: in the nation only 32 percent of 
births were outside of hospitals. 


In 1940 Alabama had 1,878 physicians, or one for every 1,508 
persons, whereas a recognized standard is one physician per 
1,000 persons. 


In 1940 there were only 636 dentists, or one to every 4,454 
persons whereas the standard is one dentist to every 1,500 per- 
sons. 


There are now 5,633 general hospital beds, or 2.07 beds per 
thousand population, whereas a minimum standard is 3.5 beds 
per thousand, and the recognized standard is even higher. 
Twenty-five counties have no hospital facilities within their 
borders. 


In 1942 Alabama possessed 0.39 tuberculosis hospital beds per 
annual tuberculosis death whereas the accepted standard is 2 


beds per annual death. 


There is a need for 700 new beds for the care of the mentally 
ill in order to provide minimum service. 


Alabama has no public nursing homes for the chronically ill. 
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Analysis indicated that the lack of sufficient doctors and dentists 
was related in part to the low income level of Alabama’s people, and in 
part to lack of hospital facilities. It appeared that the construction of 
more hospitals would serve the two-fold purpose of providing more ad- 
equate hospital facilities and of attracting more physicians and nurses, 
and possibly dentists. Consequently, a master hospital plan was de- 
vised which took into account existing facilities and population density 
in recommending the location and size of proposed new public hospitals. 
Crude estimates of construction costs have also been prepared, and in- 
dicate a six-year program at $4,000,000 per year, of which approxi- 
mately $3,000,000 per year may be available from the federal govern- 
ment under the Hill-Burton (S-191) bill if it is passed. This master 
plan proposes bringing the number of general hospital beds up to 10,- 
3820, and of tuberculosis hospital beds to 2,169. It also reeommends the 
provision of 3,241 beds for the chronically ill. 


The report has also touched on the problem of the iow income of 
the people and the relationship of this low income to the provision of 
medical care. An estimate of $62,000,000 annual cost of a minimum 
medical care program raises the question of methods of financing such 
a program, and various means have been suggested without formal 
recommendation. 


The subject of health and medical care is exceedingly broad, and 
comprehensive coverage would require a voluminous report. The fact 
that this report has not touched upon many related problems is not an 
indication that these problems are unrecognized. It merely means that 
the provision of adequate hospital care has been considered as the 
central and most pressing problem and therefore the one which should 
receive the greatest immediate attention. It seems fitting here to call 
attention to other important phases of health and medical care and to 
suggest further study of these related phases. 


As Alabama becomes more and more industrialized greater at- 
tention must be devoted to industrial diseases, occuvational hazards, 
and the related problems of sanitation, stream pollution, industrial 
safety, and other problems-resulting from industrialization. 


Housing is another problem significantly related to health. In 
Alabama, in 1940, only 34 percent of the dwelling units had running 
water within the unit, and 17 percent had no water supply of any kind 
within 50 feet of the house. In the same year, 57 percent of the dwell- 
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ing units had an outside toilet or privy, and 14 percent had no toilet or 
privy inside or outside the house. Only 24 percent had private flush 
toilets. Seventy-five percent contained no bathtub or shower. Such 
conditions are obviously unconducive to proper sanitation and good 
health. This is again largely an economic, but in part, an educational 
problem. 


A final problem is that of health education. The population of 
Alabama needs greater education in nutrition, sanitation, and elemen- 
tary health precautions and safety-first measures. This is a problem 
that should combine the resources of health departments and education 
departments. 


All of these problems—the broad problem of health and medical 
care—are continuing; they cannot be solved and forgotten. The peo- 
ple of Alabama must never give up the fight against disease and death. 
Health is a problem that should combine the resources ana efforts and 
the cooperation of public and private agencies and individuals on local, 
state, and federal levels. The excellent work being done by health de- 
partments on all levels, by hospitals and physicians, and by the medical 
school must be continued and be expanded through greater public sup- 
port and legislation. Only by continuous action and continuous study 
can the health of Alabama’s citizens be maintained and improved. 
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APPENDICES 


Appendix 1. General and Infant 


Mortality Rates in Alabama Counties, 1932 and 1941. 


General 
Mortality Rates 


(per 1,000 persons) 


Infant 
Mortality Rates 


(per 1,000 live births) 


County 1932 1941 1932 1941 

UNITED STATES 10.9 10.5 57.6 45.3 

PDT LTS 1, Ae Se a A eee 10.2 10.1 60.9 58.7 
POO a SE eae ot ee 9.0 10.5 55.8 58.8 
| 1 TOES IRSNDIS Snes Sat GE ro Za ee 11.2 10.6 57.6 57.5 
aS SRST Eee st ee 11.5 10.8 63.7 57.6 
een ee FS 9.0 11.3 46.3 61.0 
5S 717 aR SOR le ec ee re 72 ie 47.9 57.0 
VS ETO) SS is Sg sole Soe Renee. ee Aen as ere ad 11.8 12.6 68.9 74.3 
DLS 1) Sep eAeSy SAS SS Ses een eae Ae Eee eee Se 1 at 8.7 62.4 51.4 
CRT LSS) si SERRE Pac A is ate oie elie nates eee? 10.1 10.1 73.8 69.3 
OL TIT 3°) 3 2 gees ete es a ek a EE 9.0 10.6 57.5 60.8 
COLTS LU GS aie RO to tee ited Se Rae ena 8.2 8.4 50.9 46.6 
USLLL LOY 1 Essie CAINE 3 te aa geile a ACR ee cede 11.8 9.6 69.4 56.5 
COA 11212), aa SS Me eS Oe ee cee 7.4 8.8 53.2 27.6 
OL G51 ToS ARR eS le ae ey a nee EEE SORIA LL 10.7 10.6 49.2 17.8 
(LET AT Sin aa RRS) Sell lee BUS oe Be IN BURNS ERLE 9.8 8.8 48.0 51.6 
CACC Se rte 8.2 9.3 49.3 103.8 
COT Sp a es BS SY Sea ad 6.1 7.2 41.4 36.6 
O71 9727 rg eer oe et Naren ie a ayes Naar ae 9.6 9.2 63.3 56.2 
COS TE 5 1 Ieee eeein re BSS OS Se tela ead 2 Mec w  aee 8.4 8.1 48.9 53.0 
CSC ERIN ee SOF 2 SMES Dre aa aa 10.0 9.8 53.5 65.3 
CSTV EG) 1 aaa Ss PEs el een ocean er ae 1.5 7.6 39.8 43.9 
FRGRIM EAVES ooo ee SS 8.8 9.7 60.8 58.7 
SPR UR REISER, 2302 Nr i tage ere 8.2 6.0 60.9 28.6 
TOSS pee ee ae RE eels teaer ee ae eres ie at 10.3 8.6 65.3 51.2 
VT Ce See aia tae ere ee 14.4 15.2 84.9 76.4 
1D SSS 5 ae aS le et Soe Ve mee cceioc Eis: 7.4 72 37.8 59.6 
STENIEN NG the a ee 10.3 10.3 56.8 66.6 
IMCEM Eee oC eee toes te OS ee 9.1 9.4 36.2 64.3 
IGE VESL ER tae ee aes ers 9.1 9.4 70.0 55.7 
SENT GEG 5 er Nee te 8.5 8.1 49.4 60.7 
EME REE 2 a ne ee ee 6.6 6.6 45.2 50.8 
STA Ty SSS 2 ee Se ee in Rien Oh Ree eet 7.9 7.0 56.1 53.2 
CST VETTE cele Es a a Sa Ue 2 12.9 12.4 83.2 80.3 
NaN aig ae ot er i ee 11.2 12.3 64.4 86.1 
15 151517 SS ea a se ear Sete Doane 7.2 8.3 31.3 67.5 
SERENE GR Mite siege re ee eee 9.1 7.9 71.3 68.0 
SA 7 eS se a aa ee eee 8.8 1.9 59.2 85.8 
PIORLOR SORT oe tee gk ee ee 15 fea | 11.6 64.6 55.0 
TESTE 70g Se RR od ee a ea 8.0 7.0 55.4 PRET | 
OU G EGG! Ce eee Reet ei, Aa sektiaenieeoeene a ie sae 8.2 9.1 57.3 512 
GEE A250 a es ee aR rs Se epee a 8.2 ek 47.0 34.5 
6 ee a ae RN te REO cra ra eee ot 15 hae 62.3 712.8 
WORE ORIG fe sent 2d es ee 8.5 8.2 54.7 60.2 
PSE 11 CRS WG ER rg RE ES ke SAIL, fa SUR eet Deane 14.3 13.7 81.9 78.1 
ITP 1 aie ee Vie ep Ed elles eB eee 11.9 12.4 63.6 74.0 


Appendix 1. General and Infant Mortality Rates in Alabama Counties, 1932 and 1941. 


(Continued) 
General Infant 
Mortality Rates Mortality Rates 
(per 1,000 persons) (per 1,000 live births) 
County 1932 1941 1932 1941 
2 NAITO bL{a Wags te ae Aedes alae TCI reas Naam Schepens 11.0 10.1 83.5 64.3 
IVEAONI Oso oe eee A st ee eC 10.1 10.5 49.4 60.7 
12 Ts a 0) 0 cheat ee Ce ec ee ak oe Re wel 57. 54.4 50.0 
TAMSIN See Coie i er SO epmigeee  S 8.3 6.9 55.6 40.8 
IVE@ TGP 2 8 cde Da ieee Pe ae 13.4 12.9 66.8 55.1 
IVEGHIPO Gs. ec eth ire AER 8.4 8.7 54.7 54.0 
NLONGEOMErY conten eee hoe ee! 12.6 12.4 70.2 60.4 
VEO MS euis e n 10.5 7.8 69.1 49.8 
POTTY ie ane eee re eh ia See eg Sie 11.5 11.6 53.8 72.9 
RIG CTNG oe ete eee Ol ee a ae 9.4 8.3 33.6 37.6 
Ba litcfoeeena tear eit emacs re A Rag Steer iY RS Cite 10.2 10.0 61.0 65.4 
EVE TOC OL Py sei, pw re ee ES ee 8.5 9.5 70.1 63.2 
PRIS Sires tee Se ee ass Ae eres ae eet 11.9 12.1 70.1 63.0 
Stee [ais ree ee en ed 11.2 10.2 81.2 68.3 
Shelbyar ssa (i AG BESET: ILE We Eh 10.2 10.7 55.9 73.9 
Stim bette Se ee A a 12.5 12.2 64.6 80.2 
REEL Feo (eves) ei peeateetie ex. Garett ale Weare caer 11.6 10.8 59.6 66.3 
Ui RSH DIET) ofoy ost: Ragin We eae eater AW cana Rede Niger nese 8.7 9.0 59.1 75.5 
STISCHILO OSD sek eee oe we PE ee ee 10.7 9.6 57.9 68.0 
WW see a a ee 8.5 8.8 58.4 64.2 
Washington 4 = ess 2 ee eee 8.9 9.8 58.4 58.4 
WUC Si ea Ce ee ee EM 14.0 76.0 63.0 
AVY ASO tee ee 7.6 8.0 53.6 61.9 
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Appendix 4. Physicians in Alabama Counties, 1944. 


Population Physicians Nov.1944 Persons Per 

County Nov. 1943 Total Active Physician 
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WHETOKCC raat tee cere i ts ee 15,891 5 4 3,972 
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Appendix 4. Physicians in Alabama Counties, 1944—(Continued) 


Population Physicians Nov.1944 Persons Per 
County Nov. 1943 “Total —S»- Active = Physician 
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Appendix 6. Chronically Ill Persons Known to be In Need of Public Institutional Care 
but not Receiving Such Care, September, 1944. 
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1 TE (GS 1 Tgp ets Beth SS es i sh a ee aE 25 16 9 
NER CHES Oe terme eee eee ie ont ti jes Nia) Nee 8 94 73 21 
VEST CRIES 2 ete ore er eee a ee 48 32 16 


Appendix 6. Chronically Ill Persons Known to be In Need of Public Institutional Care 
but not Receiving Such Care, September, 1944—(Continued) 


County Total Persons Aged* Others 
1a) 51g ch Vy d ececoer sien kA See ag tee ee 0 CNC ae 12 7 5 
IY iW yc} ote) lanes ee Reais NUNCA R RES RA) Mitta be). J cnn, ee 59 50 9 
INYEG) OW (2X, ettedl ta pee A Grae Na a ee aM le a BAAN, ie ee 165 70 95 
WWIOD TOC Nese tae Se De nt fh 0S SIs Asc esos ES 87 61 26 
IMGNEZOMETY 33s ae 91 62 29 
HY, KG) 2 Wg area nae SNES RT POR OL ep 2 eat RY eR Neen Le IE 26 18 8 
§ Sai G1 6h: AM 2S abe ie NRE, SRE ee ee ea a0 54 23 
PIGS CI Gore er care armies Bee a ta 32 25 7 
| Eel ccs eet ev nce | Pca Es PNR, cae cA Rc Re 35 27 8 
BS Ch2 16 YC (Gl) 0) g ee gudeieh scan Sunes li i SONNE, MO Noo 0 0 0 
De UES ot HR Pe ate er cre cs ie eeaiachair As MAN date tit Ba sad 8 5 3 
Re rps CH Rah leis oP Sc oe Ue See Nae oe x SPR ec we, Ns Pen ees 31 25 6 
ES) Yoyo) ape ise Sas rtecl 52 0 ah te cepa De seer 7 a ee eal ede 16 15 1 
Sh bb onl tes ch me Cea sees Len Pee ee oe enn. 7 cone UKE Sater acl uae eR 72 47 25 
AUTH L: Yc (ater) eshel Ree a te ee ae rade Pr Maia Rec ae 52 24 28 
LULA OOSO) hese ease eek ee se 36 21 15 
AT "UYS EUG OS Biss oa ea ey a gi 64 51 13 
PUY ARNE ok tan eed tl 103 74 29 
AWW Friod OWL Voto) Bissietence nee pet Reed ory Rac SP le le cee acta Neate 8 6 2 
VW LG isco cee ra is es ee 17 ile 0 
I SST 0 Wah ee an a eS a gh JE 35 30 5 


*Persons 65 years of age and over. 
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Appendix 7. Effective Buying Income Available Physicians in Alabama Counties, 1940. 


Persons Buying Per Capita 


Population Physicians Per Incomein Buying 

County 1940 1940 Physician Thousands Income 

RR > Seat a eae ae 131,669,275 175,163 752 $74,182,005 $ 563 

PLEAS AIRA oo es = 2,832,961 1,878 1,508 682,202 241 
ST ns LL SER Be a RESIS neg NCL EE TT ZnS eM rm MAC Dia ae Na, ale Se 
No Seca 2 Raat Sate meee a 20,977 9 2,331 2,399 114 
133115 1) Ss RSS OR ean ea 32,324 15 2,155 6,700 207 
RPRRE TUNES Seen he Sn AR 2 32,722 ay 1,925 4,219 129 
121 [915 1 ei sale SRR Aegis eee 20,155 14 1,440 2,592 129 
J2 100115 | pe RS ee ae ee ten 29,490 14 2,106 2,901 98 
15 71 LG)” el eae NIE Ss Be Sioned a 19,810 8 2,476 2,164 109 
1371 CT) Cf Se Se eee mle Ta ah 32,447 13 2,496 4,537 140 
(22112 005 a te ele eye 63,319 46 1,377 18,545 293 
CST 5110721 a eRe 0 a een ga 42,146 18 2,341 4,788 114 
Cieronce= 2. Se i ae 19,928 6 3,321 2153 108 
(5131170 1 RRR lo re A 27,955 17 1,644 4,086 146 
COC GR cS 20,195 10 2,020 ari Al 88 
Cahier ee Ea ee 27,636 18 1,535 4,794 143 
Cee eee ee 16,907 9 1,879 1,886 112 
LCE) 2555 12s ce Ue ee EEE Se 13,629 3 4,543 1,793 132 
C217 o 7s NS OSE wee Seen ec 31,987 16 1,999 4,199 131 
(O00) ST ae ae Pa a Sas a 34,093 20 1,705 7,508 220 
POneeuh =e Se Fe 25,489 10 2,549 2,581 101 
C@egsan 5 Se ya ries Minto 13,460 4 3,365 1,012 715 
3(0\'407 21 0 2 gn ee a 42,417 19 2,232 8,704 205 
CARGIISh Oye 21s Ne 23,631 9 2,626 2,915 123 
(3/5 Ls 2° pe le a ea es Are 47,343 21 2,254 7,530 159 
Pies ee ed 22,685 15 1512 Pray bs 114 
PER rte eet eae aia Se 55,245 40 1,381 15,671 284 
13 (S355 | 0 Sa aa ae a 43,075 20 2,154 4,938 115 
VDL is 03 0 {oO ieee Rd ete Liiets pete 34,546 18 1,919 4,633 134 
INCU RER  eee e 8 30,671 20 1,534 6,191 202 
1522). f | a eae Oe Sot a re ea 72,580 56 1,296 20,442 282 
12) GE 75 en ck GO 21,651 10 2,165 3,316 153 
(222 T1115 Eee I Sea a 27,552 16 1,722 3,736 136 
Co LE 1 aie Sees aa aera eee 29,172 19 1,535 3,659 125 
SGT CAs ae RE eos Vee 19,185 10 1,919 2,103 110 
153 1S ee aS cle leer 25,533 14 1,824 2,390 94 
15 (ELIT Sy a ERS A Re 21,912 11 1,992 2,649 121 
13 GUD 00h RN eee A ere ee 45,665 34 1,343 10,690 234 
IAG SO hint. oo eh 41,802 18 2,322 4,684 112 
POCTROT ROME ei tbs ga sly 459,930 475 968 210,794 458 
LACT) 9 17h cae cae Rn Sie 19,708 14 1,408 2,566 130 
GARI ORO E 0k on EE 46,230 30 1,541 16,858 365 
Liang qo) 1 (21 ka a ee ee ee ee 27,880 9 3,098 2,320: 83 
Git soe el a gee 36,455 23 1,585 7,602 209 
PAPA ES LOGS ae en 35,642 uy 2,097 4,348 122 
TOWLE Sipe ar ee ee 22,661 ff 3,237 2,564 113 
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Appendix 7%. Effective Buying Income Available Physicians in Alabama Counties, 1940. 


Macon 


Marion 
Marshall 
Mobile 

Monroe 


Morgan 
Perry 


Piieanee ne ee 
Randolph 
Russell 


Talladega 

Tallapoosa 
THISCHIOOSA: =e 
Walker 
Washington 
Wilcox 

Winston 


(Continued) 


Persons Buying Per Capita 
Population Physicians Per Incomein Buying 
1940 1940 Physician Thousands Income 
27,654 17 1,627 $ 4,087 $ 148 
66,317 34 1,951 17,469 263 
35,736 20 1,787 4,467 125 
28,776 19 1,515 3,124 109 
42,395 26 1,631 8,095 191 
141,974 116 1,224 63,320 446 
29,465 14 2,105 3,435 117 
114,420 112 1,022 54,451 476 
48,148 31 1,553 10,044 209 
26,610 12 2,218 2,840 107 
27,671 15 1,845 2,552 92 
32,493 20 1,625 6,524 201 
25,516 16 1,595 3,084 121 
35,775 10 3,578 4,277 120 
27,336 17 1,608 4,088 150 
28,962 16 1,810 4,111 142 
27,321 18 1,518 2,899 106 
51,832 26 1,994 8,384 162 
35,270 16 2,204 5,353 152 
76,036 59 1,289 19,649 258 
64,201 37 1,735 9,998 156 
16,188 6 2,698 788 49 
26,279 13 2,021 2,849 108 
18,746 11 1,704 1,808 96 
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Appendix 8. Hospital Legislation Enacted by the 1945 Alabama Legislature. 
No. 211 S. 107—Simpson 
AN ACT 


To authorize the State Board of Health to construct, equip, main- 
tain, and operate public hospitals and health centers and related facili- 
ties for the treatment of any type of disease; to authorize the State 
Board of Health to set up a master plan of hospitals; to authorize the 
appointment of an advisory council to approve policies relating to hos- 
pitals; to designate the State Board of Health as the sole and official 
agency of the State of Alabama to receive and administer any and all 
funds appropriated by the United States or by the State of Alabama, 
and to receive and administer any and all gifts or donations in general 
from any individual or agency for the purpose of acauiring, construct- 
ing, maintaining, equipping, and operating public and non-profit hos- 
pitals and health centers; to authorize the State Board of Health to 
establish rules and regulations and to provide for licensing of all the 
hospitals in Alabama (except the Alabama State Hospitals, Partlow 
State School for Mental Deficients, tuberculosis hospitals, and hospitals 
operated by the federal government), whether private, non-profit, or 
public; to authorize the State Board of Health to establish and support 
such internal administrative divisions or bureaus as may be necessary 
to fulfill the responsibilities set forth; to authorize the State Board of 
Health to obtain or dispose of property; to authorize any one or more 
local governing bodies to establish hospital associations and to enter 
into contracts with the State Board of Health for the purpose of ac- 
quiring, constructing, equipping, maintaining, and operating hospitals 
or health centers; to authorize hospital associations to do all things 
necessary to carry out the powers set forth in this Act; to authorize the 
State Board of Health to cooperate in the acquiring, building, equip- 
ping, maintaining, and operation of any public hospitals and health 
centers and related facilities for the treatment of any type of disease; 
to authorize the State Board of Health to enter into contracts with any 
agency for the purpose of carrying into effect the above; to authorize 
local governing bodies to appropriate monies for the support of these 
hospitals; to provide funds to enable the State Board of Health to ad- 
minister the program as provided in this Act; to repeal any existing 
ordinances or statutes in conflict with the provisions of this Act. 
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BE IT ENACTED BY THE LEGISLATURE OF ALABAMA: 


Section 1. The following terms used in this Act shall have the 
meaning as defined herein unless a different meaning clearly appears 
from the context. State Board of Health shall mean the statutory agen- 
cy of the State of Alabama operative in the field of general health mat- 
ters and performing the duties and exercising the powers as set forth 
in the statutory provisions relating thereto. Master hospital plan shall 
refer to a plan, determined upon by the State Board of Health and ap- 
proved by an advisory council, which shall subdivide the State into 
regions, districts, and zones and any further divisions which may be 
necessary for the purpose of establishing an integrated and interrelated 
system of hospitals and related facilities which will insure the provis- 
ions of readily accessible hospital care in all parts of the State. The 
term hospital includes public health centers and general, tuberculosis, 
mental, chronic disease, and other types of hospitals, and related facili- 
ties, such as laboratories, out-patient departments, nurses’ homes and 
training facilities, and central service facilities operated in connection 
with hospitals. 


Title 1. Hospital Construction and Regulation 


Section 2. The State Board of Health is hereby authorized and 
empowered to acquire, construct, equip, maintain, and operate public 
hospitals, health centers, and related facilities for the treatment of any 
type of disease. The State Board of Health is authorized and empow- 
ered to cooperate and to make contract with the United States Govern- 
ment, any local political subdivision or their agencies, any non-profit 
association or public improvement society in the acquisition, building, 
equipping, maintaining, and operation of any public hospitals, health 
centers, and related facilities for the treatment of any type of disease. 


Section 3. The State Board of Health is hereby authorized and 
required to set up a master hospital plan which shall divide the State of 
Alabama into regions, districts, and zones, and to define the territorial 
areas and boundaries of such regions, districts, and zones. The areas 
may be revised from time to time as conditions change. 


Section 4. There shall be established an advisory council which 
shall approve the policies and regulations necessary for carrying out 
the purposes of this Act. The membership of this advisory council 
shall consist of three (8) hospital administrators or persons with broad 
experience in hospital administration to be appointed by the Alabama 
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Hospital Association or by the Governor in the event said association 
fails or ceases to function; one (1) member of the State Board of Cen- 
sors to be appointed by that Board; four (4) lay members with broad 
civic interests representing the varied segments of the population to be 
appointed by the Governor; the State Health Officer; the State Director 
of Public Welfare; the Director of the State Planning Board; the Di- 
rector of Finance; and the Attorney General. The Alabama Hospital 
Association shall appoint one (1) member for three (3) years; one (1) 
member for two (2) years; and one (1) member for one (1) year. 
Thereafter as vacancies in any of these appointments occur the Ala- 
bama Hospital Association shall designate a person to fill this vacancy. 
The Governor shall appoint two (2) of the lay members for a period of 
three (3) years and two (2) lay members for a period of two (2) 
years, and shall thereafter fill any vacancies as terms expire. After 
the expiration of the first appointments all terms shall be three (3) 
years. The State Health Officer shall act as chairman of the advisory 
council. The advisory council shall meet at the call of the chairman or 
at the written request to the chairman by any five menibers. All mem- 
bers shall be paid all expenses incurred in carrying out the functions 
and duties of the advisory council, and all members except those em- 
ployed by the State of Alabama shall be paid fifteen dollars ($15.00) 
per day for each day they are engaged in the performance of their du- 
ties. 


Section 5. The State Board of Health is (a) hereby designated as 
the soie and official agency of the State of Alabama ta receive and ad- 
minister any and all funds for the purpose of constructing, equipping, 
maintaining, and operating public hospitals, health centers, and related 
facilities appropriated by the United States Government or the State of 
Alabama, and it may receive and administer any and all gifts or dona- 
tions in general from any individual or agency for the purpose of con- 
structing, equipping, maintaining, and operating such facilities; (b) 
hereby authorized to enter into contracts with any agency for the pur- 
pose of carrying the above into effect. 


Section 6. The State Board of Health is hereby authorized and 
empowered to establish rules and regulations which shall provide stan- 
dards for the construction and operation of hospitals established under 
this Act, and shall provide for the annual licensing and license renewals 
of all such hospitals so established. 
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Section 7. The State Board of Health is hereby authorized and 
empowered to establish and support such internal divisions or bureaus 
as may be needed for the purpose of meeting the responsibilities and 
duties set forth in this Act. 


Section 8. The State Board of Health is hereby authorized and 
empowered to purchase or lease land or acquire pronerty by eminent 
domain; to purchase, lease, rent, or acquire any building or property 
needed for the purpose of carrying out a hospital construction and op- 
eration program; is further authorized to sell, exchange, or otherwise 
transfer property, land, buildings, and equipment in order to carry out 
the compehensive hospital and health center construction program; 
and is further authorized to do all things necessary to carry out the 
powers given in this Act. 


Title II. Hospital Associations 


Section 9. Any one or more local governing bodies located in the 
same or contiguous counties within a zone determined by the State 
Board of Health as a zone for public hospitals may act to establish a 
hospital association, a body corporate and politic. Before taking ac- 
tion to establish a hospital association, each local governing body in- 
volved shall give notice of the time, place, and purpose of a public 
hearing at which all residents and tax payers of the iocal political sub- 
division shall be given an opportunity to be heard. Such notice by the 
local governing body shall be given by publishing or posting a notice 
at least ten days preceding the day on which the hearing is to be held. 
In determining whether a hospital association shall be established, the 
need for additional hospital beds in the areas affected shall be deter- 
mined. After such a hearing, the local governing body shall determine 
whether to establish a hospital association and if it is decided to estab- 
lish a hospital association an appropriate resolution or ordinance shall 
be passed which resolution or ordinance shall take etfect immediately 
and shall not be laid over or published or posted. After the adoption 
of such resolution or ordinance, the local governing body shall there- 
upon appoint one member for each precinct or ward falling within the 
jurisdiction of the local governing body to act as a director for the hos- 
pital association. Said hospital association shall be a pubiic body and 
a body corporate and politic upon the completion of the taking of the 
following proceedings: The directors of the hospitals association shall 
present to the Secretary of State an application signed by them which 
shall set forth that notice has been given and a public hearing has been 
held and that they have been appointed by a local governing body as 
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members of a board of directors of a hospital association, the name and 
official residence of each of the directors together with a certified copy 
of the appointment evidencing their right to office, the date and place 
and induction into and taking oath of office and that they desire the 
hospital association to become a public body and body corporate and 
politic, the term of office of each of the directors and the place where 
the official appointment of each of said directors is kept a record, and 
the name which is proposed for the corporation. The application shall 
be subscribed and sworn to by each of the directors before an officer au- 
thorized by the laws of the State of Alabama to take and certify oaths 
who shall certify upon the application that he personally knows the di- 
rectors and knows them to be the officers as asserted in the application 
and that each subscribed and swore thereto in the officer’s presence. 
The Secretary of State shall examine the application and if he finds that 
the name proposed for the corporation is not identical with that of a per- 
son or of any other corporation of the State or so nearly similar as to lead 
to confusion and uncertainty he shall receive and file it and shall record 
it in an appropriate book of records in his office. When the applica- 
tion has been made, filed, and recorded as herein provided, the asso- 
ciation shall constitute a public body and a body corporate and politic 
under the name proposed in the application. The Secretary of State 
shall make and issue to the said directors a certificate of incorporation 
pursuant to this chapter under the seal of the State and shall record the 
same with the application. 


Section 10. A hospital association shall consist of the directors 
appointed by the local governing bodies and the directors shall elect 
from among their number the first chairman. The term of office of 
each director shall be five (5) years. A director shall hold office until 
his successor has been appointed and qualified. Vacancies shall be fill- 
ed for any unexpired term by the local governing body having the origi- 
nal appointment. A majority of the members shall constitute a quorum. 
The respective local governing bodies shall appoint or reappoint any 
director whose term expires or whenever a position becomes vacant 
for any other reason and shall record a certificate of such appointment 
or reappointment. A director shall receive no compensation for his 
services. If at any time a local governing unit shall cease to give fi- 
nancial support to the hospital association as required by the rules and 
regulations such governing body shall lose all seats on the board of di- 
rectors. 
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Section 11. The directors shall meet annually and shall adopt a 
constitution and by-laws of the corporation, said constitution and by- 
laws to be subject to the approval of the State Board of Health. The 
active affairs of the corporation shall be vested in an executive com- 
mittee composed of not less than five (5) nor more than nine (9) di- 
rectors to be selected by the directors. The executive committee shall 
meet monthly, organize itself, and shall carry on the affairs of the cor- 
poration in compliance with the laws of the State of Alabama and with 
the constitution and by-laws of the corporation. The executive com- 
mittee shall appoint a medical advisory committee of three to five (3 to 
5) members from the medical staffs of the respective hospitals. This 
medical advisory committee will be responsible to the executive com- 
mittee for the professional aspects of the hospital’s operations subject to 
the rules and regulations adopted by the State Board of Health. 


Section 12. Any district or regional hospital association is hereby 
authorized and empowered to exercise the following powers in addi- 
tion to others herein granted: (a) to cooperate with the State Board of 
Health for the purpose of constructing, equipping, maintaining, and op- 
erating a hospital by making appropriate application to the State Board 
of Health; to enter into a cooperative contract with the State Board of 
Health for this purpose; (b) to act as an agent for the State Board of 
Health under the cooperative contract to prepare, carry out, and oper- 
ate hospital projects; to provide for the construction, reconstruction; 
improvement, alteration, or repair of any hospital or any part thereof ; 
to take over by purchase, lease or otherwise, any hospital; to manage 
as agent of the State Board of Health any hospital constructed or owned 
by the association; to arrange with any appropriate local or state agen- 
cies for the opening or closing of streets, roadways, alleys, or other 
transportation facilities; to lease or rent any land, building, structure, 
or facility needed in the operation of the hospital; to enter upon build- 
ings or property in order to conduct investigations or to make surveys 
or soundings; to purchase, obtain options upon, acquire by eminent do- 
main, gift, grant, bequest, devise, or otherwise, any property, real or 
personal, or interest therein from any person, firm, corporation, city, 
county or government; to sell, exchange, transfer, assign, or pledge any 
property, real or personal, or any interest therein to any person, firm, 
corporation, city, county or government; to own, hold, clear and improve 
property ; to insure or provide for insurance of the property or opera- 
tions of the association against such risks as the association may deem 
advisable; to borrow money upon its bonds, notes, warrants, deben- 
tures, or other evidences of indebtedness and to secure the same by 
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pledges of its revenues; to have perpetual succession: to make and ex- 
ecute contracts and other instruments necessary or convenient to the 
exercise of the powers of the association; to make and from time to 
time amend and repeal by-laws, rules and regulations not inconsistent 
with this Act, to carry into effect the powers and purposes of the asso- 
ciation; to do all things necessary to carry out the powers given in this 
Act. 


Section 13. The governing bodies of each local political subdivis- 
ion involved are hereby authorized to appropriate their respective 
shares of the cost of constructing, maintaining, equipping, and oper- 
ating such hospitals as determined upon by agreement between the 
executive committee of the association and the State Board of Health. 
The sums so appropriated shall be paid into the treasury of the corpora- 
tion and shall be paid out on certificate of the executive committee of 
the corporation. 


Section 14. There is hereby appropriated the sum of fifteen thou- 
sand dollars ($15,000) for each of the fiscal years ending September 30, 
1946 and September 30, 1947, for administration, engineering, archi- 
tectural, or other services and functions necessary for carrying out the 
provisions of this Act. It is further provided that for purposes of con- 
struction funds may be allotted by the State Building Commission. 


Section 15. Nothing in this Act shall be construed to mean that 
all local, regional, or district hospitals included in this Act are to be 
under the direction or control of any body other than the local Execu- 
tive Committee of each hospital, subject to the rules and regulations 
contained herein; or to mean that any local executive committee can- 
not receive and administer gifts, donations, or endowments for their 
respective local hospitals, subject to the rules and regulations contained 
herein. 


Section 16. All laws or provisions of law in conflict herewith are 
repealed insofar as they may be inconsistent with the provisions of this 
Act. 


Section 17. If any provision of this Act or the application thereof 
is held invalid, such invalidity shall not affect the other provisions or 
applications of this Act. 


Section 18. This Act shall be and become effective upon its ap- 
proval by the Governor or upon its otherwise becoming a law. 
Approved July 7, 1945. 
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